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JUST READY - 


. “Hornsby and Schmidt” tells you exactly: how to plan and construct a hospital— 


large or small. 


of hospital housekeeping: 
curriculum, rules, regulations. 


Schmidi’s Modern Hospital 


It gives you /plans, all details. of construction, material, exact -data 
regarding heating, ventilating,’ plumbing, ete.—and. the .costs. 
equip a modern hospital with modern appliances. 
ating-room, the wards, the private rooms, the dining room, the kitchen—every division 
It tells you all about training. schools—their management, 
It tells you how to prepare. for’ an operation. 


It tells you how to 
It tells what you need in the oper- 


It. gives 


you definite diets for patients and hospital household... It gives you hundreds of points 
..on the business side of the hospital—the purchase of foods and: supplies to the best 


advantage. In fact, 


“Hornsby and Schmidt” tells you«how to construct, équip and 


manage a hospital with the greatest economy compatible with the highest efficiency. 


Large octavo Of 644 pages, with 207 illustrations, 


By Joun A. HornSsy, M.D., Secretary, Hospitat 


tion, American. Medical Association; and Ricwarp E. y Architect. 


B. SAUNDERS COMPANY 


Cloth, $7.00 net; Half. Morocco, $8.50 net. 


Philadelphia and London 
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The City View Sanitarium 
“SEPARATE BUILDINGS FOR MEN AND WOMEN: NASHVILLE, TENN. 
selected class of Alcoholic and Drer addictions. y and 


equipped buildings. Mepactment dust completed, thronshont. 
roundings a special feature. Specially trained nurses. resident Capacity 68. 


Congultante—Dr. Duncan Eve, Dr. Wm. G. Bwing, Dr. J. Be, 
W. STEVENS, M.D., Physician-in-Charge. 

"Phone Main 2928 NASHVILLE, TENN. ‘Rural Ne. F 


WAUKESHA SPRINGS ‘SANITARIUM 


FOR THE CARE AND TREATMENT OF 


NERVOUS 
DISEASES 


BUILDING ABSOLUTELY FIREPROOF 


BYRON M. CAPLES, M-:D., Supt. 
WAUKESHA, WIS. 


fans, modern plumbing and new furnishings. Solicits all chronic cases, functiqnal and 
organic nervous diséases, diseases of the stomach and intestines, rheu matism, gout and 
uric acid Diswobtes, drug habits and non-surgical: diseases of men and women. © No insanity or 
infectious cases treated. Bed-ridden cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Arc Light and X- 
Ray. Recrsation hell pool and for free of patios 
Rates $26 per week; including treatment, board, medical uanthe we general nursing. Send for 
large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with fier 
poultry and eggs; also milk, cream, butter and buttermilk from its herd of Pees 


"THE POPE _SANATORIUM 
LOUISVILLE, RENTUCKY 


A MODERN up-to-date private infirmary equipped with steam heat, electric light, electric 
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DAVIS INFIRMARY si Scho! for Nore 


The be Re ate” are well constructed for surgical work. Competent Staff of Consultants and 
ts — Neurologist, Internist, Opthalmologist, Cystescopist, Rudiologist, Pathologist. 


J. D. S. DAVIS, M.D., Birmingham, Alabama. 


GRAMMAR LITERATURE . ALGEBRA CIVICS LATIN 


CONSULTING BOARD 


Lewellys F. Barker, M.D. Oak 


Sanger Brown, M.D. 


DR. MARY E. POGUE 
Physician in. charge 


nd Oak Leigh, Lake Geneva, Wis. 
eig Long Distance Telephone 
262 Lake Geneva 


bal h h, 5 e Chicago Office: 
A Private 108 North State Street 
Wednesdays and Saturdays 
Hugh T. Patrick, M.D. Educational Sanitarium by appointment 


William G. Stearns, M.D. 


Telephone Central 4900 


AT LAKE GENEVA, WISCONSIN 


rFOR NERVOUS AND MENTAL DISEASES IN 


CHILDREN AND ADOLESCENTS 


EDUCATIONAL EQUIPMENT 


MOTOR AND SENSORY TRAINING KINDERGARTEN ARTICULATION 
SPEECH DEFECTS CORRECTIVE GYMNASTICS — MANUAL TRAINING RAFFIA 
SEWING MODELING IN CLAY — BRASS WORK NATURE STUDY 
DOMESTIC SCIENCE MUSIC READING WRITING ARITHMETIC. SPELLING 
GEOGRAPHY COMPOSITION AMERICAN AND ENGLISH HISTORY PHYSIOLOGY 


GERMAN 


Trained Teachers and Trained Nurses 
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SOUTHERN MEDICAL 


The Grandview Sanitarium 


PRICE HILL CINCINNATI. 


For Mental and Nervous Diseases 
ALCOHOLISM and DRUG HABIT 


Especial Attention is Called to Our Plan of 
INDIVIDUAL CARE AND TREATMENT 
No ward service. Plenty of Nurses. Location ideal—high and beautiful. Large 


tract of wood and lawn. Retired, quiet and accessible. Grand 
views and perfect sanitation. 


REFERENCES: The Medical Proression of Cincinnati. 


Direct R. R. connections without change of cars, New Orleans, Mobile, Pensacola, South Florida. 
Mobile & Ohio, Louisville & Nashville, Queen & Crescent, Illinois Central. 


BROOKS F. BEEBE, M.D., Resident Medical Supt. 


Office: 414 Walnut Street, Cincinnati, Ohio 


Biloxi Sanatorium and Health Resort 


ON THE BEACH OF THE GULF OF MEXICO 


The most ideally located institution in -the entire country. Seventeen acres of lawn and park. 
Own Artesian water. All rooms open outdoors. Screened throughout. Steam heat. Electric bells. 
Convalescent or nerve tired people can find no more satisfactory place in which to get well. Climate 


unsurpassed for insomnia. 
H. M. FOLKES, M.D., CONSULTANT. 


ROSCOE L. WHITE, M.D., SUPT. 


OXFORD RETREAT 


OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN =. 
96 Acres Lawn and Forest. Buildings Modern and First- 
Class in all Appointments. Thoroughly Equipped. 


Easy Access—39 Miles from Cincinnati, 
on C.H.& D.R.R. 10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular © 
R. HARVEY COOK, M. D., Physician-in-Chief 


Please mention The Southern Medical Journal when you write to advertisers. 
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Personally conducted by Dr. Stuart MEGaire 


for the Acagunistioaok his Surgical Patients. 


BEECHHURST SANITARIUM 


LOUISVILLE, KENTUCKY 


A thoroughly modern 
and well equipped 
psychopthis hospital 
for the treatment of 
mild nervous and 
mental diseases, drug 
addictions and alco- 
holism. Ample build- 
ings. Detached apart- 
ments for. special 
cases. Twenty-five 
acres of wooded 
lawn. High and re- 
tired. 


E. P. THOMAS, 


Bus, Mgr. 


H.B. SCOTT, A.M.M.D., 


Med. Supt. 


Long Distance Phones: 
Cumberland, E 257a 
Home, 3555 


| 
| 
. 1 
- | 
= 
Richmend Vs 
NG Va. 
| 
| 


SOUTHERN MEDICAL JOURNAL 


KENILWORTH SANITARIUM 


Built and equipped for the treatment of nervous and men- 
tal diseases. Approved diagnostic and therapeutic methods. 
Special system of ventilation. Rooms impervious to noise. 
Elegant appointments. Bath rooms en suite, steam heat- 
ing, electric lighting, electric elevator. 

Resident Medicai Staff: Kathryn T. Driscoll, M.D., Assist- 
on ne Physician; Sherman Brown, M.D., Medical Superin- 
endent. 


SANGER BROWN. Chief of Staff 


59 E. Madison Street, Chicago, Illinois, 
Hours 11 to 1. Telephone Randolph 5794. 


» THE GINCINNATI SANITARIUN 


-A PRIVATE HOSPITAL 


For mental and nervous disorders. 
Situation retired and accessible. 
Methods ethical and modern. 

For detailed information apply for Annual Report. 


Dr. F. W. Langdon, Medical Director. 
A. Williams, Resident Physician. 

B. Rogers, Resident Physician. 
‘Collins, Business Manager. 


Address College Hill, Cincinnati, Ohio 


HIGH OAKS 
DR. SPRAGUE’S SANATORIUM 


LEXINGTON, KENTUCKY 


Nervous and Mental Diseases and Liquor and Drug Addictions 
Treated. Constant Medical Oversight and Skilled Nursing. 


HYDROTHERAPY VIBRATION BOWLING BILLIARDS 
ELECTRICITY MASSAGE TENNIS and CROQUET RESIDENT MUSICIANS 


Individual care in beautiful home-like surroundings 
Twelve acres of well shaded grounds and five buildings 
Number of patients limited to twenty-seven 

Classification Perfect. Charges Moderate 


ADDRESS 


GEORGE P. SPRAGUE, M. D. 


Long Distance Telephone 302 Ss. BROAD WAR 


Piense,-chantiiil orne Southern Medical Journal when you write to advertisers. 
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OCONOMOWOC HEALTH RESORT ¢0nomowoc 
a _, FOR NERVOUS AND MILD MENTAL DISEASES AND ADDICTION CASES 


Built and equipped to supply the demand of the neurasthenic, border-line and 
undisturbed mental case, for a high class home free from Contact with the palpably 
insane, and devoid of the institutional atmosphere. 

Forty-one acres of natural park in the heart of the famous Wisconsin Lake Re- 
sort region. Rural environment, yet speech accessible. A beautiful country im which 
to convalesce. 

sanitarium construction, the comfort and welfare of the patient having been provided 
for in every respect. The bath department unusually up-to-date. 

Number of patients limited, @ resident physi- 
cian in charge. 


New Building Absolutely Fireproot ARTHUR W. ROGERS, B.L., M.D., Resident Physician in Charge 


THE POT TENG ER SANATORIUM 
LUNGS AND THROAT. 
ONROVIA, CALIFORNIA A thoroughly equipped institu- 
tion for the scientific treatment 
of tuberculosis. High class ac- 
commodations, Ideal all-year- 
round climate. Surrounded by 
orange groves and beautiful 
mountain scenery, 
minutes from Los F. 
M. Pottenger, A.M., M 
Medical Director. J. Pot. 
tenger, A.B, M.D. Assistant 
Medical Director and Chief of 
Laboratory. For particulars 
address: 
POTTENGER SANATORIUM, 
Monrovia. Cal. 
Los Angeles office: 1100-1101 
Title Ins. Bide. Fifth and Spring 
Streets. 


For Seekers After Situated Amid 
Health and Delightful and 
Rest Picturesque Scenery 


A Real Health Resort for Those who are Sick, and 
a Real Rest Resort for Those who are Tired Out 


Large, modern, fire-proof main building, equipped with every appliance for sanitation, comfort. and 
treatment. Cuisine the best—Rates moderate. Up-to-date Therapeutics. 


8 Hours from New York. 10 Hours from Philadelphia. 2 Hours from Buffalo by Lackawanna R. R. 
1% Hours from Rochester by Erie. 


The Jackson Health Resort 


SEND FOR LITERATURE DANSVILLE, NEW YORK 


Please mention The Southern Medical Journal when you write to advertisers. 
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INGE-BONDURANT SANATORIUM, Mobile, Ala. 


A modern private hospital for the treatment of general medical and surgical cases, nervous and mental diseases, inebriety and drug addic- 
tion. BUILDING—Recently enlarged and completely renovated and refurnished. Steam heat, electric elevator, rocms with private bath. Ac- 
ecommodations for 40 people. EQUIPMENT—New surgical operating rcom, tile floored and completely equipped for surgical and gynecological 
work. Electric operating room, with galvanic and faradic wall plate, therapeutic lamp, vibrater, X-ray apparatus, etc. Therapeutic bath 
room, with all needed apparatus for shower, needle, douch, sitz and general bath, electric baths, etc. Microscopical and pathological lab- 
eratory in charge of Dr. E. S. Sledge. All secretions are thoroughly examined when patients admitted. Training Schcol for Nurses offers a 
two-years” ccurse of instruction in general nursing. Address Dr. H. T. INGE, General Medicine and Surgery, or Dr. E. D. Bondurant, Ner- 
vous and Mental Diseases, Jnebriety and Drug Addiction. 


FOR THE TREATMENT OF 


Alcohol and Drug Addictions 
Nervous and Mental Diseases 


A quiet home-like, private, high-class, institu- 
tion. Licensed. Strictly ethical. Complete equip- 
ment. New building. Best accommodations. 

Resident physician and trained nurses. 

Drug patients treated by Dr. Pettey’s original 
method under his personal care. 


DRS. PETTEY & WALLACE’S 


SANITARIUM 
958 S. Fifth Street MEMPHIS, TENN. 


THE HEIGHTS SANITARIUM, Inc., Houston, Texas 


: For Mental and Nervous Diseases, Drug and Alcohol Addictions 
Pasteur Institute for Prevention of Hydrophobia in Separate Department 
Ideal Location, First-class Appointments, Thorough Equipment 


R. E. Cloud, M.D., Supt. and Resident Physician. (For several years Asst. Physician to San Antonio 
and Terrell Asylums.) John T. Moore, A.M., M.D., Consulting Surgeon. M. A. Wood. M.D., Houston Clin- 
ical Laboratory, in charge of Pasteur Institute. 


Please mention The Southern Medical Journal when you write to advertisers. 
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HOWELL PARK SANITARIUM ATLANTA, GA. 


For Treatment of Nervous, Mild Mental —— Drug Habits, Alcoholism, and General In- 
va 


HOWELL PARK SANITARIUM IN MID-WINTER. 


An ethically conducted private sanitarium situated in a beautiful suburb of Atlanta; surround- 
ed by a most luxurious park. 

Climate: Atlanta has the finest all-the-year-’round climate of any city in the country. A great 
resort for health-seekers and tourists—cool in summer, temperate in winter, with an average tem- 
perature of 60.8 degrees. 

Treatment: Such approved measures as Hydrotherapy, Phototherapy, Massage, Electro-thera- 
peutics, Rest Cure, or medicinal agents are used. Each case is individually studies and treated. 
The limited number received affords personal attention and surroundings best suited to his or her 
condition. All the comforts of a private home, excellent cuisine, and every room silently preaching 
the gospel of sunshine. 

Terms: Examination fee, $10.00, whether patient remains in the institution or not. Rates 
weekly vary from $25.00 to $60.00, depending upon treatment required and location of room; medical 
attention, general nursing, board and room included; extra nursing from $10.00 to (special nurse) 
$25.00 per week. All charges payable one week in advance. For descriptive booklet and further 


information address, 
J. CHESTON KING, M. D., Medical Director and Proprietor. 


THE SOUTHERN INFIRMARY 
MOBILE, ALABAMA. 


Pleasantly and conveniently located. Private rooms, modern in their appointments. Steam heated, 
Well ventilated and lichted. Adapted for Surgical, Gynecological and Obstetrical cases. Insane and 
tubercular patients not admitted. School for Nur ses. Rates moderate. 

Minder contro! and management of T. H. FRAZER, M.D., and W. R. JACKSON, M.D. 


Please mention The Southern Medical Journal when you write to advertisers. 
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Sunnyrest Sanatorium 


WHITE HAVEN, PENNA. 


SOUTHERN 


For Diseases of Lungs and Throat 


Situated in the Blue Mountains (1300 feet 
elevation) 3 hours from Philadelphia, 4 hours 
New York and 8 hours from Buffalo. 


COTTAGES AND INDIVIDUAL BUNGALOWS 


Visiting Physicians: Dr. H. R. M. Landis,. 
Dr. Joseph Walsh, Dr. Chas. J. Hatfield, Dr. 
F. A. Craig and Dr. George Fetterolf of Phil- 
adelphia, and Dr. Alexander Armstrong of 
White Haven. 


BOOKLET 


ELWELL STOCKDALE, Supt. 


Individual 


DR. SHORTLE’S ALBUQUERQUE SANATORIUM FOR TUBERCULOSIS No 


A crivate sanatorium where the closest personal attention is given each case, end offering all the advantages of a large institution, 


with complete laboratory and other modern facilities combined with mest of the comforts of home. 
Steam heat, hot and cold water, electric lights, call bells, local and long distynce telephones, and private porches for each room. 
of NEW MEXICO, permits of excellent meals and 


Situated but 1% miles from ALBUQUERQUE, the largest city and best market 
service at a moderate price. A. G.-SHORTLE, M.D., Medical Director, M. W. AKERS, Superintendent. 


J. A. McINTOSH, M.D. 


G. H. MOOD, M.D. T. L. MOODY, M.D. 
Resident Physician 


Resident Physician Resident Physician 


DR. MOODY’S SANITARIUM ‘si Modern Buildings) 


(Incorporated under the Laws of Texas.) 


For Nervous Diseases, Selected Cases of Mental Diseases, Drug and Alcohol Addictions 


315 Brackenridge Avenue SAN ANTONIO, TEXAS 


: 


SOUTHERN MEDICAL JOURNAL ix 


Star Ranch In-the-Pines Sanatorium 


COLORADO SPRINGS, COLO. 
FOR THE TREATMENT OF TUBERCULOSIS 
ALTITUDE 6,500 FEET 

Situated in the heart of the pines away from the dust, smoke and noise of town and only twenty 
minutes’ ride from Colorado Springs. The comforts and conveniences of a first-class hotel combined 
with ranch surroundings, pure air, fresh food stuffs, and scientific sanatorium treatment. Great care 
and time is devoted to intelligent dietetics. Compression of the lung in addition to tuberculin and 
mixed vaccines administered in suitable and selected cases only. All forms of tuberculosis received. 

The management of this Sanatorium are very deeply in sympathy with the consumptive, having 
been victims themselves, and the cheerful mental atmosphere which is maintained is the pride of the 
Institution, notwithstanding the fact that it is conducted under strict medical supervision. 

Mederate rates. Address Business Manager for rates, literature and further eaiecitan oi 

References: El Paso County and Colorado State Medical Societies. 

Business Manager, MAURICE G. WITKIND. 


SOUTHERN PINES SANATORIUM 


FOR THE TREATMENT OF TUBERCULOSIS 
Established Eighteen Hundred Ninety-Eight 


Located on the highest point of the famous long-leaf. pine region of North Carolina near the 
State Sanatorium. The altitude, 700 feet, su'ts all classes of patients. Low humidity, abundant sun- 
shine, ait dry = bracing. Days in summer warm but not enervating; nights always cool .and 
pleasart. No malar‘a. 

Each patient has an individual sleeping shack, and porch which is thoroughly screened. Treat- 
ment is modern in every detail, including tubercul n. Rates from $15 per week up. Booklet on request. 


EDWIN.GLADMON, M. D., Supt. Southern Pines, N. @. 


BR. BRAWNER’S SANITARIUM, Atlanta, Ga. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS. 


Woman's Building. A Cottage. Main Building. Playing Croquet. 


The sanitarlum is located on the Marietta trolley line, 10 miles from center of city, «ear beautiful suburb, Smyrna. Grounds consist 
= 80 acres. Buildings are steam heated, electrically lighted, and many rooms have private Ba ‘atients have many recreaticns, such as 
tennis, baseball automobiling. Reference: The Medical Profession of Atlanta.y? JAS. N. BRAWNER, 701-2 


The Meriviether Hospital 


For Surgery and Gynecology 
No. 24 Grove St. Asheville, N. C. 


TRAINED NURSES 
ALSO A TRAINING SCHOOL FOR NURSES 


Modern in every respect, on a quiet street, near 
the car lines and close to the center of the city. 


OR. F. T. MERIWETHER, Surgeon in Charge 


Piease mention The Southern Medical Journal when you write to advertisers. 
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SOUTHERN 


THE HYGEIA 10] West Grace Street 
FOR ACUTE AND CHRONIC MEDICAL PATIENTS, 
EXCEPT CASES OF DRUG ADDICTION AND INSANITY. 


SUBURBAN C CI 
REST-A-BIT Opposite Country Clu 
For Convalescent Patients During the Summer. 
RICHMOND, VIRGINIA 
Increased Capacity with all Modern Facilities, including, in addition t> the usual 
nipment, a cumplete system of Therapeutic Baths, together with all forms o1 Elec- 
tricity, Vibration, Mussage by Experts X-Ray, ete. 
The Clinical Laburetory is also supplied with the most approved apparatus for 
all kinds of diagnostic work, 
Training School for Nurses, in which, besides the regular courses speci +1 practical 
work is given by Specialists in Dietetics, Massage, Hydrutherapy and buiectricity. 


J. ALLISON HODGES, M. D............... Physician-in-Chief 
Nervous Diseases and Gene.al Mediciue. 
Internal Medicine and Physical Diagnosis. ; 
Internal Medicine and Physical Diaguosis. 
Pathulogist and Medical Assistant. 
Assistant Pathologist. 


Consulting Specialists in Surgery, Gynecology, Eye, 
Ear, Skin Diseases, Etc. 


MISS FLOY L. MARTIN, R. N., MISS L, I. HOLSTON. R._N., 
Superintendent. Nurse, 
MISS BERTHA SHEPARD, Dietitian. MISS RUBY PRIDDY, Secretary’ 


Rates for Board and wortes, (wo dollars per day and upwards, according to 
room selected by patient. klet by request. Open through out the year. 


LYNNHURST SANITARIUM 


A Private Sanitarium for Nervous Diseases, Mild Mental Disorders and Drug Addictions 
A Rest Home for Nervous Invalids and Convalescents requiring environments differing from 
home surroundings. Modern and approved methods for giving Hydroptherapy, Electrotherapy. 
Massage and Rest Treatment. An improved treatment for Opium-Morphin addictions, which 
eliminates withdrawal pains and suffering. Experienced nurses. Mild climate. Artesian chaly- 
beate and soft waters. nti: 


S. T. RUCKER, M. D., Medical Supt., Memphis, Tenn. 


Please mention The Southern Medical Journal when you write to advertisers. 
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The New Mexico Cottage Sanatorium of Tuberculosis 


E. S. BULLOCK, M.D., Physician-in-Chief WAYNE MacVEAGH WILSON, Manager 


SUMMER CLIMATE IDEAL—Few people realize that New Mexican summers are hot only ia 
the low altitudes. In Silver City, at 6,000 feet above sea level, you will need a blanket every 
summer night. The absence of humidity renders the days cool and comfortable. Institution beau- 
tifully located in the mountains of Southwestern New Mexico within nine miles of the million 
and a half dollar United States Military Sanatorium, and on the southern boundary line of the 
Gila National Forest—-one of the nation’s grandest big game grounds. 

A fiood of sunshine at all seasons. Special attention given food and diets. We have our own 
refrigerating and ice-making plant. Fresh vegetables from the sanatorium garden. All the milk 
patients can consume from our own herd of selected, tuberculin tested cows. Electric lights, 
local and long distance telephones. Livery for use of patients. Separate cottages with cali 
bells for nurses. Institution partly endowed. Complete hospital building for febrile cases. Sep- 

arate amusement pa- 
vilions for men and 
women. Physicians 
in constant attend- 
ance. Well equipped 
laboratory, treatment 
rooms, etc. Special 
attention given toe 
laryngeal tuberculo- 
sis. All forms of tu- 
berculosis received 
Tuberculin and vac- 
cines administered in 
suitable cases, as 
well as compression 
of the lung. One of 
the largest and best 
equipped institutioas 
for tuberculosis in 
America. Prices mod- 
erate. 


The mountains of 
New. Mexico afford 
the most perfect 
summer climate im 
the United States. 

Write Manager fer 
Descriptive Beoklet. 
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DOWNEY HOSPITAL 


A new, modern, up-todate two-story building with roof garden, equipped 
with steam heat, electric lights, electric signal system and new furnishings. 
All rooms outside, with or without private bath; hot and cold water in each. 
Fully equipped sterilizing and operating roms. Patients admitted suffering 
from Gynecological, Qbstetrical, Abdominal and General Surgical conditions. 
Limited number of médical cases accepted... No contagious, alcoholic or men- 
tal cases admitted. ‘Trained graduate nurses and excellent training school. 
For further information, address DOWNEY HOSPITAL, Gainesville, Ga. 


Dr. Barnes’ Sanitarium - - Stamford, Conn. 
For Mental and Nervous Diseases and General Invalidism 


Splendid location overlooking Long Island Sound and City. Facilities for care and treatment: unsur- 
Passed. Separate department for cases of inebriety. 50 minutes from New York. City. For terms 


and informatiton apply to 


F. H. BARNES, M. D., Stamford, Conn. Long Distance Telephone 1867 


DR. BROUGHTON’S SANITARIUM 


For Opium, Morphine, Cocaine and Other Drug Addic- - 
tions, including Alcohol and Special Nervous Cases 


Methods easy, regular, humane. Good heat, light, water 
help, board, etc. Number limited to 44. A well kept 
home. Address 


DR. BROUGHTON’S SANITARIUM 
Phone 536 2007S. Main St. Rockford, ill. 


Dr. Board’s Sanatorium 


OFFICERS 
AND DIRECTORS 
Dr. Milton Board, 

Pres. and Supt. 

(Late Supt. West. Ky. 
Asylum for the In- 
sane.) 

(Late Member of Ky. 
State Board of Con- 
trol Charitable In- 
stitutions.) 

Dr. J. T. Windell, 
Vice-President. 
Dr. Earl Moorman, 
Secy. and Asst. 
Dr. W. E. Gardner, 
(Supt Central Ky. 
Asylum.) 

Dr. A. T. McCormack 
Dr. Leon L. Solomon 
Dr. Irvin Abell 


TELEPHONES. 


Cumberland ...S. 480 
Home .......+...5996 


REFERENCE. 


The Medical Pre- 
fession of Kentucky. 


A modern, thoroughly equipped private institution for the treatment of #ENTAL 
AND NERVOUS DISEASES UG ADDICTIONS AND ALCOHOLICS. 

Situated in the heart of the city, convenient and easy of access yet quiet and secluded. 
Opposite beautiful Central Park. Terms $20.00 to $35.00. per week. Outside patients 
charged office fees. For further information address 


DR. MILTON BOARD, Supt., U2 Sixth St., Louisville, Ky. 
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JULY 25 TO SEPTEM-. 
BER 1, 1913 


Sanitation, Excellent Service 
ABid 


Everything Modern, Pure Water, Perfect 


ROBERT E. LEE HALL, on the magnificent estate of the Blue Ridge Association 
“In my opinion the most beautiful place and the greatest thing in the South.’’"—Senator W. R. Webb, Tennessee. 

High in the Blue Ridge mountains, 16 miles east of Asheville, N. C., and two miles from Black Mount- 
ain’s Station. Splendid macadam roads. Buildings and furnishings new; this is the second season. A 
great lobby 50x90 feet. Every comfort of a modern room. For rates and descriptive booklet write 
RAY H. LEGATE, Mgr., Black Mountain, N. C. : 


TUBERCULAR PEOPLE WILL NOT BE ACCEPTED 


ELMWOOD SANITARIUM 


LEXINGTON, KY. 


For.the Treatment of 
Mental and Nervous 
Diseases, Drug Ad- 
dictions and Alco=- 
holism. 


Approved Therapeutic Meth- 
ods, Hydrotherapy, Manual, 
Vibratory and Electric Mas- 
sage. Trained Nurses and 
Attendants. 

The Sanitarium is well equip- 
ped with every modern _ con- 
cenience and comfort and free 
from institutional atmosphere. 
The grounds are beautiful, 
containing twelve pcres .of 
well-shaded BLUE GRASS, 
situated %4 mile from LEX- 
INGTON, the Queen City of 
the Blue Grass Country. 
Terms $25 to $35 per week, 
. payable one week in advance. 
Two resident physicians. 


C, A. NEVITT, M.D., SUPT. 
Late Supt. E. K. Asylum. 
F. E. Peck, M.D., Asst. 


Please mention The Southern Medical Journal when you write to advertisers. 
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-—The Medico-Chirurgical College— 
OF PHILADELPHIA Department of Medicine 


“In the rapidity and vigor of its growth, is probably without a parallel in the history of medical schools.” 
WHY ? Because of its modern and practical method of instruction. 


Most advantageously located in the heart of the medical center of America. It has Well-Planned and Well- 
Equipped Laboratories; its own Large and Modern Hospital; the finest Clinical Amphitheatre Extant; abundant and 
varied Clinical Material; a Faculty of Renown and Hi Pedagogic Ability. 

Its Curriculum comprises Individual Laboratory and Practical Work by each student; Free Quizzes by members 
of the teaching staff; ard-Classes limited in size; Systematic Clinical Conferences; Modified and Modern Seminar 


Methods; an Optional Five-year Course. The College has also Departments of Dentistry and Pharmacy and Chem- 
istry. 


Gend for announcements or information to 


SENECA EGBERT, M. D., Dean, Seventeenth and Cherry Streets, Philadelphia, Pa. 


NEW YORK POST-GRADUATE 


MEDICAL SCHOOL ANDHOSPIT AL 


SECOND AVENUE AND TWENTIETH STREET, NEW YORK CITY 


The recently completed addition to the Medical School Building gives 
greatly increased facilities for Medical Instruction in all its branches. 

The LABORATORIES have been — enlarged, and are now fully 
equipped for teaching Tropical Medicine, Pathology, Chemistry, Vaccine 
Therapy, etc. Exceptional opportunities for research work. 

SPECIAL COURSES to’ pause: classes are” given in all branches of 
Medicine and Surgery. 

Courses are continued throubhout the year. 


For detailed information of the various clinics and special courses, 
address: 


GEORGE GRAY WARD. JR. .D.. Secretary of the Faculty. 


College of Physicians and Surgeons of Baltimore 


FORTY-SECOND ANNUAL SESSION BEGINS OCTOBER 1. 


The requirements for admission are those established by the Association of American Medical 
Colleges. The clinical facilities in Medicine, Surgery and Obstetrics are unusually good. The 
Laboratories are well equipped and the technical training is thorough. For catalogue or information 
address WM. F. LOCKWOOD, Dean, Calvert and Saratoga Streets, Baltimore, Md. 


THE CHICAGO POLICLINIC 


SPECIAL SUMMER SESSION IN SURGERY, GYNECOLOGY, OBSTETRICS, DERMATOLOGY, RECTAL, 
GENITO-URINARY, MEDICINE, EYE, EAR, NOSE AND THROAT diseases will begin May 1, 1913 and 
continue to September 1, 1913. 

Physicians may enter at any time. Special courses will be conducted in General Operative Sur- 
gery and Surgery, Eye, Ear, Nose and Throat, together with practical courses in Bacteriology, a 
ing examinations of Blood, Pus, Sputum, Urine, Gastric Juice. We give special courses in’ the AS- 
SERMANN REACTION and the methods of making AUTOGENOUS VACCIN ES. 

M. L. HARRIS, M.D., Secretary, Dept. U., 219-221 W. Chicago Avenue, Chicago, III. 


The Telfair | PEARSON HOME 


Sanitarium FOR THE TREATMENT OF 


ittni.| Drug Addictions 


A tnetitution aaperter aa- | Avoidance of shock and suffering enables us to 
coh ae fren nae clentific treatment of Nervous | treat safely and successfully those extreme cases 
and fully couroped with hot and cold baths, up-to. | Of morphinism that from long continued heavy 
Apparatug ste | are tn poor physical condition. 
for terms. BONNER ROAD, BALTIMORE, MD. 
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UNIVERSITY OF ALABAMA 
SCHOOL OF MEDICINE 
MOBILE, ALABAMA 


NEXT SESSION OPENS SEPTEMBER 22, 1913 


ENTRANCE REQUIREMENTS 


Completion of a four years’ high school course, or its equivalent, 14 Carnegie units. 
Aiter January I, 1914, one year of college work in Chemistry, Physics, Biology, 
and Modern Languages, will be required in addition; and after January 1, 1915, no 
student will be matriculated who has not completed two years of college work or its 
equivalent. 

COURSE OF INSTRUCTION 


Four years’ graded course, sessions eight and a half months long. First two years 
in well equipped laboratories, under full time teachers. Last two years in hospital 
and dispensary, with practical clinical work in small sections in medicine, surgery, . 
obstetrics and the specialties. Clinical facilities ample. 

Fees $150.00. The Department of Pharmacy offers a standard two-year course 
leading to the degree of Ph.G. 

For catalogue : and other information, address 


E. D. BONDURANT, M.D., DEAN, 
School of Medicine, University of Alabama _ St. Anthony and Lawrence Sts., Mobile, Ala. 


Please mention The Southern Medical Journal when you write to advertisers. 
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It is not -alone the chemical composition of 
PANOPEPTON, as expressed in percentages, not 
the “calory” alone, which explains its energising, 
restorative effects, so often described by physici- 
ans as “remarkable.” 


In the light of the newer physiological chemistry, credit for this peculiar ~ 
“physiologic value” must be given to the presence of certain organic and 
inorganic constituents of the basic beef and wheat of the gland extracts 
(stomach and pancreas) utilised in their conversion, these now held to be 
catalytic and activating principles of the greatest importance. 


Of new significance too is the “state of the proteids” in Panopepton— 
all highly diffusible and no inconsiderable part the ultimate cleavage pro- 
ducts, ready for acceptance in the organism, the cell builders, the real 
“building stones” of Abderhalden. - 


FAIRCHILD Bros. & FOSTER 
New York 


UNIVERSITY VIRGINIA 
MEDICAL DEPARTMENT 


UNIVERSITY, VA. 


The Entrance Requirements are the completion of a four-year - fe 
high school course, and in addition, a year of recognized college ___ 
work in Chemistry, Biology and either Physics, German or French ~ 


_ The Prominent Features of the course are extensive labora- -.. 
tory instruction in the fundamental medical sciences and thor- _ 
ough practical training in the University Hospital, where stu-. . 
dents have many of the advantages usually granted only to in- - 
ternes. For catalogue address 


HOWARD WINSTON, Registrar. 


- Please mention The Southern Medical Journal when you write to.advertisers.. _ _. 
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The 
Battle Creek _ 
Sanitarium 


is prepared to deal with all classes of 
chronic ailments, especially cases: of 
gastric and hepatic disorders. Cases 
of chronic cardiac and renal disease, 
arteriosclerosis, neurasthenia, loco- 
motor ataxia, chronic constipation, 
genito-urinary diseases in both men and women. Not all 
cases are curable, of course, but most excellent results are 
often obtained in cases which are quite incurable, without 
all the special advantages afforded by a thoroughly equipped 
Sanitarium and Hospital. 

Our accommodations have been increased by the 
addition of the Annex which enables us to accom- 
modate three hundred additional guests. 


A copy of our 171 page booklet will be mailed free 
on receipt of the attached coupon. 


THE SANITARIUM 


BATTLE 
CREEK 
SANITARIUM 


BOX 348 


entiemen:. 
MICHIGAN Encl osed is my card. Please send 


“me your Book entitled The Battle 
Creek Sanitarium Book. 
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THE FOREMOST CONSTITUTIONAL THERAPY 
IN 


GOUT, ACUTE & CHRONIC, TYPICALLATYPICAL, 
ARTICUIAR RHEUMATISM, GONRRMEAL ARTHRITIS, 
NEURITIS, HEMICRANIA, MIGRAINE ; 

NEURALGIA, SCIATICA, LUMBAGO; 
IRITTS, EPUSCLERITIS, OTOSCLEROS/S; 
ECZEMA, PRURITUS, URTICARIA; 
Powerful Uric Acid Mobilizer PYORRHEA ALVEOLARIS, LOOSENESS 
—Not just a uric acid solvent OF THE TEETH EROSIONS OF THE ENAMEL. 


Quickacting Reliable Analgesic BEST PRESCRIBED IN 76RAIN TABLETS (20 INA BOX) 


-Free from depressant by-effects for des 


Rational, Effective Antipyretic 


CLINICAL LITERATURE & SPECIMEN 


SCHERING & GUATZ, NEw york» 


‘Novatophan 
THE TASTELESS 
~Atophan’ 


FOR, 
PATIENTS - 


We Prescribe the Best Possible Service to the 
American Medical Meeting 


“Official Route of the Southern Medical Association Special Trains” 


Convention to be held at Minneapolis next June. The route is the oldest and most 
extensively patronized between Chicago and the Twin Cities. It is the only double tracked 
line to Minneapolis. Five daily trains Chicago to Minneapolis. 

Leave Chicago ..... 9:30 A.M., 10:10 A.M., 6:30 P.M., 6:35 P.M., 10:15 P.M. 
Arrive Milwaukee...11:30 A.M., 12:10 P.M., 8:30 P.M., 8:50 P.M., 12:15 A.M. 
Arrive Minneapolis..10:45 P.M., 10:55 P.M., 7:10 A.M., 7:45 A.M., 11:30 A.M. 

The equipment of these trains are the most skillful productions of the car building art. 
The “St. Paul” sleeping car has that distinctive comfort feature, the “Longer, Higher and 
Wider” berth. The meals are the best that culinary skill can produce. 

Superior service is the constant aim. It is manifest in the equipment, dining car service, 
and civility of the employes. These laurels of distinction are found on the 


Chicago, Milwaukee & St. Paul Railway 


The route of the famous “Pioneer Limited” and four additional trains between Chicago 
and the Twin Cities. 
For rates, reservations and free literature write: 


: W. H. ROGERS, 
GEO. B. HAYNES, Traveling Passenger Agent, 


General Passenger Agent, 517 Hibernia Bank Bldg., 
Chicago, Illinois. New Orleans, La. 


Please mention The Southern Medical Journal when you write to advertisers. 
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THE MEETING OF THE 


American Medical Association 


To be held at Minneapolis, June 17-20, 1913, can be best 
reached from the Southern States via the 


Louisville & Nashville Railroad 
THE GREAT TRUNK LINE OF THE [SOUTH. 


Two through trains each day on fast schedules, with all that is modern 
and up-to-date in equipment. 


W. A. RUSSELL, R. D. PUSEY, 
Passenger Traffic. Manager General Passenger Agent 


LOUISVILLE, KY. 


Itinerary and Schedule 


The Louisville & Nashville R. R. will run “A Southern 
Medical Association Special” as follows: 


Leave New Orleans ....... Sach ae L.& N.R.R. .- 8:30 A.M. June 15th 
Leave Mobile .............. & N, R-R. 12:53 noon June 15th 
Leave Montgomery ............. L. & N.R.R. ' 6:00 P.M. June 15th 
Leave Birmingham ........ 8:45 P.M. June 15th 
Leave Nashville .......... | 3:10 A.M. June 16th 
Leave Indianapolis ........ os 12:15 noon June 16th 
Leave Logansport .......... »....Penna.R.R, 2:45 P.M. June 16th 
Arrive Minneapolis ......... &8t.P. RR. 7:10 A.M. June 17th 


For rates, sleeper reservations, ete.;°see: your local agent or write to Mr. J. K. 
Ridgely, Assistant General Passenger Agent, New Orleans, La., or Dr. Seale Harris, 
Secretary Southern Medical Association, 905 Van Antwerp Building, Mobile, Ala. 


th 


| || 


2 
a 
q FL 
{ 
fev 
1 
plet 
of « 
wel 
ren 
eral 
hav 
driv 
tior 
furr 
exa 
of t 
spre 
T 
of 
issu 
and 
wat 
cont 
our 
suc] 
tabl 
and 
Past 
will 
sup] 
*F 
: 12-1: 


NASHVILLE, TENN., JUNE 1, 1913 


Number 6 


ORIGINAL 


FLY-BORNE TYPHOID AND ITS CONTROL IN 
JACKSONVILLE.* 


By Dr. C. E. Terry, 
City Health Officer, Jacksonville, Fla. 


It is not my intention, in reading this paper, to 
present any new facts in the carriage of typhoid 
fever by flies, nor to make any valuable contribu- 
tion to the already abundant literature on fly 
transmission of intestinal diseases, but, rather, to 
state an experience which is, more or less, unique, 
I believe, in municipal sanitation. ; 

The source of the water supply of ‘Jacksonville, 
as well as systematic bacteriological examination 
of this supply have enabled us, we feel, to com- 
pletely eliminate it as a factor in the spread 
of our typhoid fever. The entire absence of open 
wells, owing to a city ordinance prohibiting them, 
removes such source of water supply from consid- 
- eration. The only other water supply that could 
have been questioned, in individual cases, is the 
driven, surface wells; and here again local condi- 
tions, namely, a perfect sand filter which our soil 
furnishes naturally, has enabled us, after repeated 
examinations for possible sewage contamination 
of these wells, to disregard them as factors in the 
spread of this disease. 

The city water is artesian, from nnd wells 
of an average depth of a thousand feet. As it 
issues from these “wells it is practically sterile, 
and, outside of coritiguous breaks in sewer and 
water mains, there*tppears no opportunity for its 
contam‘nation. No: facts connected with any of 
our cases of typhoid fever would indicate that 
such an accident had ever occurred. Below is a 


table of the bacterial counts taken from reservoirs . 


and taps in different portions of the ‘city for the 
Past three years, together with colon counts. It 
will be seen from a perusal -of this table that our 
supply is of unusual purity. 


_ *Read at the sixth annual meeting of the South- 
ern Medical Association, Jacksonville, Fla., Nov. 
12-14, 1912. 


ARTICLES 


Bacteria in city water during 1910, 1911 and 1912. 


Average No. 
Source No.of bacteria 

of sample samples perC.C. B. Coli. 
21 22 Absent 
New reservoir ...... 1 10 Absent 
Reserve basin ....... 9 116 Present* 
South aerating basin. 9 19 Absent 
North aerating basin. 8 38 Absent 


*The average of all counts is 23 bacteria per 
cubic centimeter exclusive of reserve basin. This 
bas'n is called upon only in case of emergency, 
such as large fires. It lies near Main street and is 
uncovered. Twice coli have been found in it, due, 
probably, to dust from the street and birds. In 
none of the other basins have we ever found coli. 

Together with the elimination of the water sup- 
ply as a possible cause of our typhoid, I have been 
able, since January, 1910, to eliminate milk as a 
factor, with the exception of three cases during 
the spring of the present year. The milk supply 
of every case occurring since January 1, 1910, has 
been determined, and in no instance has there 
been reason to believe that any milk route was 
at fault; in fact only 16.6 per cent of all cases 
during 1911 and 1912 used any cow's milk prior 
to the onset of the disease. Since January, 1911, 
a case record has been kept of all the local condi- 
tions surrounding each case, such as milk and 
water supply, location as to privy or sewer dis- 
tricts, recent contact with known cases, eating 
places, screening, etc., etc. 

With the elimination of water and milk, ordi- 
narily the two main factors in the distribution of 
typhoid fever, it became apparent that some other 
common condition must be sought in order to ac- 
count for the undue prevalence of the disease. 
There remained in my mind but two possibilities 
worthy of much consideration, contact cases and 
those due to fly-carriage. My attention was first 
called to the possible agency of the fly while I 
was doing general practice in this city, prior to 
my appointment as health officer, principally by 
the seasonal incidence of the disease. After my 
appointment, January 1, 1910, the distribution of 
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the cases was found to be such as to corroborate 
this belief. In my annual report for that year 
this statement occurs: 

“Until 1908, typhoid and tuberculosis were not 
reportable diseases, and for 1909 the case reports 
were very incomplete, as the physicians were not 
aware that these diseases had been added to the 
list. During this year every effort has been made 
to call the matter to their attention and secure 
their co-operation, with the result that 329 typhoid 
cases have been’ reported. With sixty-two 
deaths, this gives a mortality of 19 per cent, from 
which I conclude that the case reports are not. 
complete, the mortality generally accredited to the 
disease being 8 per cent. Typhoid began to in- 
crease in April, reached its height the last week 
in July, and declined rapidly afterward, in Novem- 
ber only seven cases being reported. It is the 
belief of this department that the prevalence of 
the disease was due, to a large extent, to the 
combination of open privies and flies and other 
insect carriers. The fly season was carefully 
watched and began in March, reaching its height 
at the end of the first week in July, and, within 
two months, there were very few flies to be seen. 
This alone proves little, but the distribution of 
the disease would seem to bear out the argument. 

“Until the middle of July 75 per cent of the 
cases were in the privy-district,.only 25 per cent 
in the sewer district. After this date the per- 
centage in the privy district dropped slowly as 
contact cases increased, but, for the whole year, 
the percentage in the privy district was 60, not- 
withstanding the fact that this district comprises 
only about one-third of the population, the relative 
percentage being about 80.” 

The conditions existing in the privy district at 
that time were such as to further in every way 
fly-transmission of intestinal diseases. There were 
about 8,500 privies in the city, which accommo- 
dated 40 per cent of our populaton. Had tuese 
privies been confined to any particular locality 
their existence would not have entailed such a 
widespread distribution of infection, but they were 
about evenly distributed throughout every section 
of the city. In fact, there was, at that time, no 
point, within the city limits of Jacksonville, 
further than nine blocks from one or the other 
of the privy districts, while about 75 per cent of 
the population lived either in this district or 
within three or four blocks of it, notwithstanding 
the fact that their own premises may have had 
sewer connections. 

These 8,500 privies were such as are commonly 
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seen in rural districts, and I can truthfully say 
that not a single one made the slightest pretense 
of protection against flies; indeed, so poorly were 
they constructed that many had no bacxboards, 
and more than one householder objected to the 
visit of the city scavenger on the grouncs that 
the chickens did his work to the entire satisfac- 
tion of the family. Few had seat covers; all had 
wide cracks and unscreened windows, and many 
of these privies, in the poorer negro settlements, 
lacked even doors, denying to the occupant the 
privacy which the name would indicate, could we 
rely on etymology for meaning. A large propor- 
tion of these privies existed in thickly settled dis- 
tricts where only a few feet separated the cot- 
tages, and where small yards required the placing 
of the privy close to the kitchen windows. In 
many instances, where a number of houses were 
owned by the same landlord, to economize space 
and money, one community privy would be found 
within twenty-five or thirty feet of from three to 
six kitchens. Screens are not furnished.to this 
class of tenants. Each privy was a reeking mass of 
filth, swarming with flies which abandoned it only 
when the odor of cooking attracted them through 
the nearby windows. Surely here were present 
the three essentials to fly-carriage of intestinal 
diseases, exposed human excrement, unprotected 
food supplies and an abundance of flies. Ignorance 
and disregard for decency could scarcely have de- 


vised more ideal conditions for the dissemination — 


of intestinal infections. 

I regret that prior to 1910 scarcely any case 
reports were made to the health office, so that I 
can not determine the distribution of the disease 
before that period. The deaths, however, furnish 
sufficient information to show that its seasonal 
prevalence was the same as for the past three 
years. In 1910 we had a considerable increase in 
the number of deaths over the preceding two 
years. I attribute this increase in part to more 
accurate data, and to the fact that the city had 
grown so rapidly during this period that sewer- 
age extension lagged far behind the requirements, 
and each year the number of new privies con- 
structed outnumbered the new sewer connections. 
At the same time, in default of any law govern- 
ing the construction and maintenance of these 
places, the old ones were falling constantly into a 
worse state of repair. The following chart shows 
the typhoid death rate for the years 1908 to 1912, 


inclusive (1912 is estimated as accurately as pos- 
sible from the figures available at the date of. 


writing, November 6): 
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TERRY: FLY-BORNE TYPHOID AND ITS CONTROL IN JACKSONVILLE. 


During 1910 our attention was early called to 
the distribution of the cases, and it was also noted 
that a marked increase occurred after the onset 
of the fly season. Careful observations on the 
prevalence of flies were made, during this season, 
about the public dumps and stables, and they 
reached their height, as already stated, about the 
end of the first week in July, while the same 
month furnished the high-water mark of the ty- 
phoid cases reported. The following chart shows 
the fiy and typhoid curves for that year: 
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hardships upon property owners, the law was s0 
framed as to permit the repairing of privies al- 
ready constructed, where it was possible, in this 
manner to ensure fly-proofing. Where, however, 
such repairs would not have accomplished the 
desired -result, entire new construction was re- 


quired. 

Beginning with January, 1911, the department 
has required that the sick room, in every case of 
typho‘d, be screened and the flies destroyed by 
means of poison or sticky fly paper. This routine 
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Acting on this assumption, we succeeded, in 
August, 1910, in securing the passage of an ordi- 
nance requiring all privies to be rendered fly- 
proof. This ordinance was modeled after the one 
devised by Dr. Levy, of Richmond. Its enforce- 
ment was begun at once and by April 1, 1911, the 
teginning of the fly season, between 80 and 85 
per cent of all privies had been reconstructed 
according to its requirements. The ordinance re- 
quired tight construction, the screening of ven- 
tilating openings, self-closing doors and seat cov- 
ers and well-fitting, hinged backboards. In order 
to avoid, as far as possible, imposing unnecessary 


has been carried out by detailing an inspector to 
visit each case every other day from the time of 
its reporting until convalescence is established. 
Where the financial condition of the family ren- 
ders the screening of the sick room a hardship, 
mosquito netting, sticky fly paper and disinfect- 
ants have been furnished by this department, and 
their use strictly enforced and watched. Printed 
instructions supplement verbal ones in each case. 
- As a result, I believe, of the screening of the 
privies and sick rooms, the number of cases of 
typhoid reported to the Health Department during 
1911 was 148 against 329 for 1910, the deaths for 
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the same years being 40 against 62. There was 
actually a greater reduction in the number of 
cases, as the reports for 1911 were more com- 
plete than those of 1910. Not only did this re- 
duction occur, but we found that the distribution 
of the cases as to privy or sewer districts was 
practically reversed in 1911 from that of 1910, 
showing no disproportion of cases in the privy 
districts. This is shown diagrammatically in the 
“accompanying chart. In 1911 cases were dis- 
tributed according to population, regardless of 
methods of sewage disposal. 

It is interesting to note that of the 158 cases 
occurring in Jacksonville during 1911, 88, or 55 
per cent, were imported, the large majority from 


concerning the public welfare to observe more 
than the naked letter of the law. 

The enforcement of this ordinance has cost 
property owners a large amount, and it was not 
accomplished without considerable opposition 
from various sources, but the results obtained 
have removed most of the objections, and during 
the past year notices to repair or reconstruct 
dilap‘dated privies have generally met with 
prompt, if not always cheerful, response. 

The most marked reduction in the typhoid case 
and death rate has taken place this year. At the 
present writing we have had only 87 cases re- 
ported, with 16 deaths. Of these, 48 acquired 
their infection elsewhere and were brought here 
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the surrounding country districts, where the privy 
“and “back lot” unite to solve the question of 
sewage disposal. A large proportion of these 
cases are imported in the summer and from rural 
communities where typhoid is continuously epi- 
demic In all of these settlements open privies 
are used. During 1911 the enforcing of the privy 
ordinance was vigorously pushed, and by Janu- 
ary, 1912, these places were in as nearly a sani- 
tary condition as it is possible to keep them 
where 50 per cent of the population is com- 
posed of negroes devoid of responsibility, and 
others of the type who look with ridicule upon 
the necessity for care in the disposition of human 
excrement, or who are too indifferent to matters 


for treatment. In only 39 cases could the infec- 
tion be charged to Jacksonville. Three of these 
cases and one death were due-to infected milk of 
a privately owned cow which supplied three fam- 
ilies, a needless sacrifice to ignorance. Estimat- 
ing as accurately as possible at this date, our 
typhoid rate for 1912 will not exceed 28.4 per 
100,000 against 106.3 for 1910, before the enforce- 
ment of the privy law. The accompanying chart 
shows the typhoid incidence from January 1, 1910, 
to date, together with the various stages of en- 
forcement of the privy ordinance. 


I am fully aware that the facts above stated do 


not furnish all the requirements of strictly scien- 


tific proof that our. typhoid was, for the most part, - 
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TERRY: FLY-BORNE TYPHOID AND ITS CONTROL IN JACKSONVILLE. 


fly-borne, but it would appear that this were the 
case, as the only measures we have made use of 
to reduce our typhoid rate have been directed 
against this insect, and the only change in sani- 
tary conditions throughout the city has been the 
fly-proofing of the privies. Contact has undoubt- 
edly played its part, as it does everywhere, but in 
view of the fact that our water and milk supplies 
could be eliminated, as already stated, I feel that 
we are justified in attributing the major portion 
of our cases, prior to the enforcement of the 
privy law, to the housefly. 

There arises, in this connnection, a point of con- 
siderable scientific interest, namely, just how the 
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on the exact source of this infection. It is his opin- 
ion that neither the legs of the flies “nor their. 
excreta when they feed on the contents of latrines: 
are common vehicles of fly-borne infection,” quot- 
ing further from Major Faichnie; “but, on the 
other hand, the chief and most common method is 
by, excrement when the flies are bred in an en- 
teric infected material. By this I mean that one 
station may swarm with flies, bred only from the 
excreta of cows and horses, and yet have no en- 
teric, while another place, where there’ are very. 
few flies, but where these are bred from human’ 
excreta either in or out of the station, may have 
an epidemic, the source of infection being the ex- 
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disease is transmitted by the fly. We have been 
taught that the fly infects food by means of the 
Specific bacilli carried on its feet from infectious 
material. The commission appointed to investi- 
gate the causes of typhoid prevalence during the 
Spanish-American War call attention to the fact 
that flies “with their feet whitened with lime, 
from the latrines,’ were seen walking over the 
food of the soldiers in the mess tents and kitch- 
ens. It has also been demonstrated by several 
investigators that flies fed on infected material 
will deposit the typhoid bacillus in their specks. 
Major N. Faichnie, R. A. M. C., in the November 
(1909) number of the Journal of the Royal Army 
Medical Corps, presents a most interesting paper 


crement of the flies, and the insects- themselves 
being carriers.” - 

Major Faichnie, in his report, adduces -consid- 
erable evidence to support his contention.. In 
view of his observations and some experiments 
which Dr. McKay and I conducted in 1911, I am 
inclined to believe that at least the fly bred in 
infectious material is a carrier for a longer period 
and hence more dangerous than the insect obtain- 
ing its infection through contact or feeding after 
maturity. It is a matter that is worthy of care- 
ful investigation. The fly-proofing of privies, how- 
ever, is protection against either mode of infec- 
tion and I am convinced from inspections made of 
these places prior to the passage of our screen- 
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ing ordinance, that, second only to stables, they 
furnished the most prolific fly hatcheries in the 
city. 

What is true of Jacksonville is, I believe, true 
of many of our Southern towns and cities where 
the sewerage systems are inadequate to the re- 
quirements and where the old type of privy is in 
common use, and in such communities I am con- 
vinced that the screening of these places will 
bear fruit in reducing typhoid mortality as it has 
in Richmond, Asheville and this city. The old 
type of privy is an abomination and even the best 
is but a poor substitute for the sewer, but in 
the South, where lack of public funds, the poverty 
of large numbers of our people, and, as every- 
where, politics retard sewerage extension, and 
where climatic conditions prolong the fly season, 
the rendering fly-proof of these places is a neces- 
sity if we would secure even reasonable immunity 
from.the infections they entail. 


THE PRESENT STATUS OF OUR KNOWL- 
EDGE REGARDING THE TRANSMISSION 
OF TYPHOID FEVER. 


By Allen W. Freeman, M.D., 
Richmond, Va. 


With the possible exception of tuberculosis, 
there is no disease in all the long catalogue of 
those classed as infectious which has been more 
studied than has typhoid fever. Both diseases pre- 
sent complex epidemiology, and in both effective 
practical prevention has come only after long and 
arduous study. The epidemiology of typhoid has 
become more complex as our knowledge has in- 
creased. The infectious agent of the disease is a 
collateral, if not a lineal, descendant of certain 
non-pathogenic organisms normally resident in 
the intestine of man, and while not as well fitted 
for survival outside the body as the tubercle 
bacillus with its armor plate of wax, can survive 
for a long enough time and under sufficiently 
varied conditions to render the study of its trans- 
mission difficult in the extreme. 

Prior to the discovery of the specific etiological 
agent of typhoid fever, the studies which were 
made were for the most part fragmentary and un- 
satisfactory, and until the time of Budd, whose 
immortal work has never received the recognition 
which it deserves, nothing of great value in the 
specific prevention of.the disease had been re- 
corded. Budd, whose researches will always re- 
main a model for pure epidemiology, clearly es- 
tablished the infectious nature of the disease, lo- 


cated the infectious agent in the excreta of the 
patient and laid the foundation for our modern 
ideas regarding the disease. This ‘discovery of 
the infectious agent, coming shortly after the 
publication of Budd’s work, gave great impetus 
to the prevention of typhoid fever, and from that 
time to this the history of sanitary science re- 
cords a continuous series of triumphs over the 
disease. 

At the present time, in summing up our knowl- 
edge regarding typhoid fever, we may say without 
hesitation that it is caused by the bacillus 
typhosus of Eberth. The work of Metchnikoff 
and Desredke, together with the results of anti- 
typhoid vaccination, have disproved forever the 
theory so frequently advanced, that typhoid is cf 
the same nature as swine cholera, and the typhoid 
bacillus only a secondary invader, the real infec- 
tious agent being a filterable virus to be found 
in the blood. 

We may say, too, with certainty that the typhoid 
bacillus is of much wider distribution than was 
thought, even up to a few years ago. It is to be 
found in the discharges not only of the patient, 
but of many healthy persons, who may or may 
not have had the disease, and in the discharges 
of many persons who are sick with intestinal 
fevers so mild as to bear little or no clinical re- 
semblance to true typhoid fever. 

We have learned within the past few years that 
the typhoid bacillus is disseminated not only by 
water and milk, and occasionally by other foods, 
as was formerly thought, but equally as well by 
flies and fingers, and, in fact, by almost any ma- 
terial object which comes in contact with human 
filth, and directly or indirectly with human 
mouths. We have learned by sad experience that 
the measure of typhoid fever in any community 
is the measure of the distribution of human filth 
in that community, and that the dissemination of 
human excrement will inevitably result in the 
spread of typhoid fever. 

Water has, of course, long been regarded as the 
great carrier of typhoid infection, and rightly so. 
Sometimes in epidemics, sometimes in the contin- 
uous infection of a large population, sometimes in 
scattering single cases, water must be held re 
sponsible for a considerable provortion of our 
typhoid. Without adequately protected or puri- 
fied public and private water supplies, typhoid 
prevention is impossible. 

Milk has, likewise, for many years, been re- 
garded as a most important vehicle for typhoid 
infection. Epidemics without number have been 
caused by infection of milk supplies. Experience, 
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dearly bought, has demonstrated that even the 
most rigid inspection of milk supplies cannot pre- 
vent the occasional infection of a public supply, 
and that real protection against typhoid fever 
from infection of milk supplies is to be purchased 
only at the expense of Pasteurization under mu- 
nicipal supervision. : 

Other food causes of typhoid infection have re- 
ceived much attention, but in spite of much study, 
but little has been learned as to their real im- 
portance. We have seen much agitation of recent 
years in regard to the role played by shell fish, 
and particularly oysters, in the transmission of 
typhoid. A careful study of the evidence would 
seem to show that while an occasional outbreak 
of typhoid has been found to be due to infection 
of oysters, in such cases the pollution has been 
obvious and inexcusable, such as the fattening of 
oysters in the harbors of large cities or even at 
the mouths of sewers. We believe that for the 
most part the average market oyster is not the 
cause of any great proportion of our typhoid and 
is, in fact, about as safe as any of the foods 
which we are in the habit of eating uncooked. 

Typhoid in Cities and Towns 

The studies which have been made of the 
prevalence of typhoid fever in the cities and 
towns of the United States have revealed much 
that is of value in the prevention of the disease. 
The relative value of water purification, general 
sanitation and food protection have been worked 
out in detail, and the practical prevention of the 
disease has been made almost an exact science. 

Every one knows, of course, that frequent ex- 
plosive outbreaks of typhoid fever have occurred 
as a result of the infection of public water sup- 
plies. From such supplies the typhoid bacillus 
has been recovered so frequently as to leave no 
doubt of the accuracy of the results. It has 
been proved too many times to admit of further 
question, that the use of an impure water supply 
by a community will result in a continuously high 
typhoid death rate, and that purification of such 
a water supply will result in a marked and imme- 
diate lowering of the death rate. 

In cities in the more northern sections of the 
United States, the purification of a public water 
supply of a city will result in the reduction of the 
typhoid death rate to a figure usually under twenty 
Per hundred thousand. In the South the purifica- 
tion of the public water supply, will, in the absence 
of other measures, seldom bring the figure below 
fifty per hundred thousand. In a Southern city 
possessing a pure public water supply, the sani- 
tation of the city, and by sanitation is meant the 
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complete protection of human filth in the com- 
munity by perfect sewering or by rigid screening 
and supervision of dry closets, will usually re- 
sult in reducing the typhoid death rate to the 
figure usually reached by the Northern city from 
water purification. alone, namely, twenty per one 
hundred thousand. Unfortunately, no figures are 
available as to the result of the perfect sewering 
of.any Southern city of considerable size, as, so 
far as we are aware, such a city is not to be 
found. 

No more important addition has been made to 
our knowledge of the practical prevention of 
typhoid fever in urban communities than the facts 
which have come to light as regards the impor- 
tance of protecting the people of any community 
against that infection which is not brought in from 
without the city gates, but which is generated 
within, and disseminated from foci close at hand. 
When we seek to work out a plan of protection for 
the citizens of any community against typhoid, we 
should classify accurately our sources of infec- 
tion into two groups. We should first consider 
those sources of exogenous infection, without the 
city, from which infection is brought in usually 
in water, milk or other foods, and which are 
guarded against by water purification and milk 
and focd inspection. We should by no means neg- 
lect those sources of endogenous infection, within 
the city, whence typhoid is distributed by an 
almost infinite variety of means, and which must 
be guarded against by what we speak of as gen- 
eral sanitary measures, such as sewerage, sani- 
tary inspection, fly preventicn, and in addition by 
the very especial supervision of the known case 
of typhoid fever. 

Typhoid Fever in Rural Districts. 


It is to be regretted that our knowledge regard- 
ing the transmission and prevention of typhoid 
fever in rural districts is far from being as com- 
plete as that regarding urban conditions. The 
subject is one which has been studied but little 
in this country, notwithstanding the fact that in 
many of our States typhoid is almost entirely a 
rural problem. We have learned, however, some 
facts regarding the transmission of typhoid in 
rural districts which are of value in practical pre- 
vention. We know that, in most cases, water in- 
fection has but little to do with the spread of the 
disease; that existing sanitary conditions in rural 
districts are utterly inadequate for the proper 
safeguarding of human filth, and that the general 
dissemination of fecal matter consequent upon the 
presence of these insanitary conditions is inevi- 
tably followed by the presence of typhoid fever. 
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We know, too, that the country people at the 
present time have not learned those precattions 
which are absolutely necessary to prevent the 
spread of the disease from the bedside of the pa- 
tient, and that frequently the disease is spread 
over large areas of country by contact alone. From 
our knowledge of the transmission of typhoid, tak- 
ing into account the isolation and lack of inter- 
communication of the country people, we may con- 
fidently expect that an improvement in the sani- 
tary arrangements of our farms, specifically in 
the building of a sanitary privy for every home, 
and a more careful observance of the precautions 
ef the sick room, will result in a marked decrease 
in-the presence of typhoid fever in rural districts. 


Anti-Typhoid Vaccination. 

‘.The results already obtained indicate clearly 
that vaccination with killed cultures of the ty- 
phoid bacillus confers upon the individual’ marked 
Fesistance to typhoid infection. In military or- 
Banjzations the great value of this method of 
protection has already been demonstrated and re- 
sults are rapidly accumulating to show that in 


civic populations the method may also be of great 


service in the prevention of endemic and possi- 
bly of epidemic typhoid. 

Summing up, we may say that the essential 
basis for the prevention of typhoid fever has been 
laid and that we are now in possession of the in- 
formation, biological and technical, necessary for 
the actual eradication of the disease from the 
urban communities of the United States. The 
basis for prevention in rural communities, while 
not complete, is sufficiently certain to insure a 
great reduction in present rates. The problem is 
no longer an investigative or scientific problem, 
but a problem of administration. When. the peo- 
ple of-the United States wish to pay for abso- 
hute protection against typhoid fever it can be 
bought with the full assurance that the goods 
ean. be delivered. 

Unknown Problems in Typhoid Epidemiolcgy. 

: While the information necessary for the practi- 
cal prevention of typhoid is sufficiently complete 
for practical purposes, it must not be assumed 
that there are not interesting scientific problems 
awaiting solutions. The whole question of the 
seasonable prevalence of the disease is one which 
offers. wide ground for fascinating speculations and 
even more fascinating research. Why does ty- 
phoid fever follow an annual curve almost as un- 
varying as the seasons, and almost paralle! with 
the temperature curve? Is it a question of the 
dissemination of the virus or of the resistance 
of the community? Are we less resistant in win- 


ter aS some, in reading the curves of cities using 
grossly polluted waters, would have us believe? 
Or are we less resistant in summer, as those of 
us who study rural typhoid are led to believe? 
Is the fact that flies breed in warm weather re- 


sponsible for a summer prevalence of typhoid 


such as that of Virginia? Is there a shifting of 
the balance of the blood supply of the body from 
the periphery to the deeper organs in winter and 
back again in summer, as North has_ recently 
suggested, which shifting accounts for the preva- 
lence of respiratory disease in winter and intes- 
tinal disease in summer? Is there a variation in 
the flora of the body with the changing seasons 
as there is in the flora of the outside world, which 
variation accounts for these seasonal differences? 
These and other like speculations must wait for 
further investiagtions. 

As physicians and sanitarians;:we are most in- 
terested in the practical question—can typhoid 
fever be prevented? We know that it can. We 
know that our methods are certain, that they will 
yield the desired result in every: case where they 
are properly applied. The problem remaining for 
solution is, how to convince the American people 
that protection from typhoid fever is something 
worth spending money for. 


DISCUSSION. 


Dr. A. E. Campbell, Chicago—My wife and 
daughter, who are here with me, are greatly sur- 
prised to find so many flies in Jacksonville. 
You have more than we have in the North. I 
should like to make a suggestion regarding flies. 
Why not begin war against the fly before he 
matures and prevent his growth? A few years 
ago I was asked to read a paper before our High 
School on Preventive Medicine, and in the prep- 
aration for that work I found that the fly was 
cradled in manure and filth, so early that spring 
I had the man clean up around the barn, remov- 
ing all manure, filling in all depressions, using oil 
and lime freely. All the neighbors in the block 
did the same, and to our surprise we had practi- 
cally no flies that season. I think if we begin 
early and have a general clean-up we will not 
have so many flies to screen against. I have a 
friend who spent the months of August and Sep- 
tember in New York. He tells me there were no 
flies there and no screens in the hotel windows 
where he was, but all around was scrupulously 
clean. But New York is a large place. and this 
friend spoke only of what existed in this neigh- 
borhood, but this shows what can be done. Let 
each individual keep his premises clean and urge 
his neighbor to do likewise. In other words, use 
oil and lime to prevent the growth of flies instead 
of screens to prevent their entrance to privy 
vaults and our houses. 

The Illinois Central had an outbreak of typhoid 
fever among its employes late one fall, and I 
was asked to look into the cause of it. It was 
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in the northern part of Illinois and long after 
flies were extinct. I looked into the water sup- 
ply and found that city water was used by all citi- 
zens, and our employes only were ill. The milk 
supply was also looked into, and many others in 
the same neighborhood were using the same milk 
and had no trouble. The sick men had taken 
their lunches with them, and water also; and had 
not drunk or eaten anything outside so far as we 
were able to determine. 

I tore up the floor in the shop and found water 
standing under the floor. There was a drain on 
each side which drained the surface water only. 
We simply ran a six-inch red tile through the build- 
ing, with branches on each side, and the trouble 
ceased. I believe some diseases are air-borne, at 
least a small fraction of them,. although this is 
not according to the generally accepted theory of 
the transmission of disease, but I notice those 
who strictly adhere to this belief have never ad- 
vocated public funerals after a person has died 
of confluent smallpox or searlet fever. 

The English surgeons in South Africa claimed 
that a damp atmosphere was conducive to this 
disease. They did not screen their tents, as they 
had no flies; ate in the open during the Boer war, 
and they had a great many cases of typhoid fever, 
and claimed that contamination was carried in 
the air. 

I had the misfortune to have an infected finger 
some years ago and was confined in a hospital 
during the months of March and April. There 
were a few cases of typhoid fever brought into 
the hospital while I was there, and one of the 
internes took typhoid fever and died. He did not 
wait on any of those cases. and I am informed 
Was not near them. Two nurses also took the 
disease, but recovered. These nurses did not go 
near the doctor nor the others who were sick. 
Here are three cases of typhoid infection in a 
hospital. where there are no flies, no water con- 
tamination and no sewage contamination. How 
can we account for this? 

We use crude petroleum in the closets along 
the line, as far as we can, and recommend that 
the seat be painted or brushed with this every 
other day. The fly hates crude oil and will not 
go near it, and in this way we endeavor to keep 
them out of the closets. 

One more word: I have practiced long enough 
to realize that many cases are called typhoid 
fever that are not typhoid at all. And I make 
the broad assertion that there is not a disease 
known to the human race that so many mistakes 
are made about as typhoid fever. There are 
many, many fallacies in laboratory diagnosis. 

Dr. A. W. Freeman, Richmond, Va.—I feel a 
little hesitancy in reading a brief, more or less 
theoretical paper, after hearing the beautifullv 
practical paper to which we have just listened. 
All of us who have followed the development of 
our ideas with regard to typhoid fever have been 
interested in the work done in Jacksonville. so 
convincingly reported today by Dr. Terry. The 
Purpose of my paper is simply to state briefly 
some of the things in regard ‘to which we who 
have been working on typhoid in the South havé 
never gotten our Northern friends straight. ~ (See 
article on another page.) 

Dr. Victor Bassett; Savannah, Ga—Dr.: Terry 
has produced evidence that has fully convinced 


me of tne importance of the fly in municipal 
typhoid fever. We know from the studies made 
in Canton that the fly does carry typhoid at times, 
under special conditions, there; but I have always 
been skeptical of its being a general carrier of 
the disease in cities, for the reason that cities 
that have practically very few dry closets have 
also this sporadic typhoid. It might be an inter- 
esting study to compare the sporadic typhoid in 
cities with reference to the number of these 
closets. The water supply also varies, and it would 
be difficult to estimate the exact value of dry 
closets. In Savannah we have very few of these 
dry closets, and we shall eliminate every one of 
them within a short time; yet we have typhoid, 
although we do not have so much as Jacksonville 
did have. When the people asked us about ty- 
phoid in Savannah, we used to acknowledge that 
we had some, but said that we had not so much 
as Jacksonville; but now we shall have to look 
to our laurels. 

An interesting thing about the fly is that it 
breeds early in the South. Therefore, we have 
our typhoid early. In the North, the fly season 
is late, and the typhoid is also late. Studies of 
that kind might be instituted, to determine the 
value of the fly in connection with typhoid. 

I want to answer the gentleman from Illinois, 
who said that flies are more prevalent down here 
than they are in his State I grew up in Illinois, 
and I believe that flies are less common in the 
South than up there. It was a surprise to me to 
find it so. They may be more common in Jack- 
sonville, but it is certain that throughout the 
South flies are not so bad as one might expect 
from the higher temperature. I do not believe 
they are so common in the South as in the 
North. 

With regard to Dr. Freeman’s paper, I would 
say that I want to disagree with him in one 
thing, and that is, that no system of inspection 
will absolutely guard against typhoid borne by 
milk. for the reason that the inspector cannot be 
on the job all the time. It is said that in Chi- 
cago: the dairies are visited by the inspector only 
about once in two years. That is so seldom that 
the personal influence of the inspector is prac 
ticallv negatived. Even where he may make a 
monthly or a weekly visit, how can he know that 
during his absence the technique is not dropped 
and mistakes made? Then we have the element. 
‘of human weakness, which may come in. A single 
mistake may precipitate an epidemic, just as it 
aray cause a wreck. Therefore, we must depend, 
as’ a preventive of a milk-borne epidemic, upon 
Pasteurization. I regret this, because Pasteuriza- 
tion can be carried on only in the larger dairies, 
‘and this will eliminate to a certain extent the 
small dairies. ‘Yet the smaller dairies can give 
us thé best un-Pasteurized milk. If we could be 
certain to' avoid the element of danger arising 
from ‘carelessness and accidents, the small dairy 
‘would give us the best milk, but if we depend on 
Pasteurization, we must depend on organization 
of the milk industry. 
eRe! Joseph “Goldberger. Washington, D. C. (v. 
S. Public Health Service)—The papers that haye 
‘been réad this morning epitomize very well the 
theoretical and practical knowledge in regard. to 


Sanitation against typhoid. As Dr. Freeman very ' 


‘well said, there has really not been very much 
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added to our knowledge, our sanitary knowledge, 
of typhoid since Budd's time; yet, as he also in- 
dicated, that fact was not appreciated then, and 
probably will not be for a long time to come. 
The fact is, however, that we do know how to 
eliminate typhoid fever, and the remarkable thing 
is that it is not being eliminated very rapidly. 
That is a very important practical fact, and one 
naturally likes to inquire why that fact’ is so. 
One reason, and an important one, is that, speak- 
ing broadly, we have no efficient health officers 
to carry into effect the knowledge that we already 
possess on the subject. As an illustration of that 
truth, I have simply to cite the work done here 
by Dr. Terry; it shows what an intelligent and 
really efficient health officer can do. As soon as 
we have efficient health officers everywhere, and 
not until then, are we going to eliminate typhoid 
fever. What we want now is not more knowledze 
about the disease, but more and better health 
officers, and that means better-paid health officers. 
an important and essential corollary to my first 
proposition. You cannot get a health officer who 
is efficient. as a general proposition, unless you 
pay him decently and take his office out of the 
mutations of politics. 

Dr. Hiram Byrd, Jacksonville, Fla——Dr. Terry 
made the statement that he does not consider 
that his work here is conclusive of the great im- 
portance of the fly im connection with typhoid 
fever. I am rather inclined to take issue with 
him. He weakened his evidence by making 
mention of a contiguous break in the water mains 
and the sewers. I think that the water pressure is 
anywhere from sixty to eighty pounds, so that in 
the event of a break, I do not see how it would be 
a mechanical possibility to get a water main con- 
taminated. The flow would be strongly outward, 
instead of inward, and I hardly can conceive of a 
condition in which you could, with a minimal 
pressure of sixty pounds, get a water main con- 
taminated. I am fully aware of the fact that 
there may be a back pressure exerted when mains 
are laid in a heavy clay or rock bed, in suddenly 
lowering pressure, but in a sand bed like this, I 
must confess that I am not engineer enough to 
see how it can be done. 

There is another point that I think has not 
been sufficiently emphasized in our typhoid epi- 
demiology. There is no doubt in my mind that 
the prevalence of typhoid in a community or 
municipality eventually sets up a vicious circle. 
The more you have, the more you will have. The 
more you have, the more possibilities there are 
for the spread of the disease. It is like trying to 
start a fire on a cold morning. It may burn very 
slowly, and if you cannot get it uv to a certain 
point of heat, it will go out. If it does not go 
out, however, it burns more and more vigorously, 
on account of its own presence, and there is no 
doubt that this same influence is manifested in 
many places with regard to typhoid fever. If 
you can-just reduce the typhoid to a certain point. 
the chance of infection becomes so much reduced 
that this, of itself, will go on and multiply the 
reduction. The law of chance really does it. The 
vicious circle is broken, and that helps to reduce 
the number of cases of fever. 

To further discuss these papers it seems, from 
my standpoint, at least, is superfluous, for they 


are papers worth going any distance to hear. 
Both are most excellent in their entirety. 

Dr. J. A. Hayne, Columbia, S. C.—In the dis- 
cussion of typhoid, it has been suggested to me 
by one of the doctors present that we have all 
failed to name one of the principal carriers of 
the disease, namely, the physician—that is, indi- 
rectly. The ordinary, average common or garden 
physician in South Carolina, at least, seems to 
have a very slight conception of how typhoid 
fever is conveyed. He loves to come to meetings 
and hear some of our interesting lecturers 
throughout the State, when they strike an atti- 
tude and speak of “As the science of sanitation 
reaches the meridian, so the shadow of death 
shortens,” and he applauds this sentiment, but 
he does not take the matter at all to heart. He 
goes home and has a case. of typhoid fever. He 
has heard that it is conveyed by flies, by fingers, 
by water and by food—all these ways, but does 
he try to prevent it? No. Rarely does he even 
sterilize his thermometer after taking a typhoid 
fever temperature. He sticks it in a patient’s 
nouth, put it back in his case, and carries it to 
the next patient. I know that to be so in 
Scuth Carolina, and I am simply speaking of my 
own State. He does not even put a mosquito net 
over the windows, to prevent the egress or in- 
gress of the flies. He does not carry out con- 
current disinfection, which is more important 
than terminal disinfection. He does not sterilize 
the feces as they are passed, nor the discharges 
from the patient, and it is the physician who is 
a very large factor, who plays a very important 
part in the carrying of this disease. 

In our State, we have attempted to do away 
with this, if possible, by having the people, 
in the houses where the coctor refuses to pro- 
tect them properly, immunized by typhoid fever 
bacterin. We have explained to them care- 
fully that it is not given with a spoon. ' have 
seen a moving picture film representing the ad- 
ministration of anti-toxin, in which, as a climax, 
the physician administers it with a spoon We 
have given out in the State twenty thousand 
ampules of typhoid bacterin, and believe that we 
have successfully immunized many thousands of 
people against the disease. If we can do that 
every year, and surround each focus of typhoid 
fever with a zone of immunized people, we can 
prevent further spread of the infection while we 
are educating the physician, not to know what 
to do, but to do what he knows. That is the 
thing. 

Dr. David Rose, Sebastian, Fla.—Regarding the 
connection between typhoid fever and the sewers 
and the water supply, I wish to say that there 
was an epidemic of typhoid fever in a suburb of 
Chicago a few years ago, and the doctors had 4dif- 
ficulty in finding the cause. After a good deal of 
search, they discovered a break in a water pipe 
connection with a sewer. After remedying that, 
the epidemic immediately ceased. 

I practiced medicine in Chicago a few years 
before the opening of the drainage canal, when 
all the sewers emptied into Lake Michigan, where 
the city gets its water supply. In the rainy sea- 
son I had many typhoid fever patients, and was 
kept busy from morning to night every dav dur- 
ing September, October, November and Decem- 
ber in visiting these patients. When the drain- 
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age canal was opened, and the sewage was turned 
into the Mississippi River, I did not average a 
case of typhoid a year from that time until I left 
Chicago. 

Dr. W. A. Boyd, Columbia, S. C.—I agree very 
heartily, with the doctor who stated, a while ago, 
that he thought that we had reached a point where 
we had learned so Many measures, sO Many ways 
of the transmission of typhoid fever, that it was 
about time for us to devote a larger part of our 
energies to Overcoming these conditions. Dr. 
Hayne has stolen somewhat of my thunder, be- 
cause, as I stated at the meeting of the American 
Public Health Association in Havana, I believe 
that the physician is in large measure responsible 
for the spread of typhoid fever. My coming to 
that conclusion was the result of actual work and 
investigation. In my home town, from a study of 
sixty-one cases of typhoid fever patients whose 
families were visited and a complete chart and 
record made of the cases, it was found that in 
thirty-eight of these cases absolutely no in- 
structions whatever had been given to any mem- 
ber of the family as to how to care for the 
patient and prevent the spread of the disease to 
other members of the family or the neighbors. 
That is a sad condition of affairs. Really, it is a 
disgrace to us men of the medical profession. To 
overcome it, I believe that the health departments 
should make it a rule to personally send an ap- 
peal to the members of each patient’s familv, 
giving them the reasons for care that the family 
physician often will not give. Let us, then, start 
on a campaign of education, letting the people 
know that we now have a typhoid vaccine that 
will absolutely prevent the disease and give them 
immunity to typhoid, without danger to them- 
selves. 

Dr. J. D. Bennett, Clearwater, Fla.—This sub- 
ject, the cause of typhoid fever, is little under- 
stood. Any of these diseases, chills, measles or 
typhoid, is worse in unsanitary surroundings; 
cases are more frequent and harder to manage. 
I found this to be true throughout a Jong practice 
in Illinois, and from my experience there believe 
tvphoid to be the only one of the three that is 
air borne. We had typhoid fever throughout the 
coldest winters with no flies to carry the germs. 

One thing I might mention which does not come 
under the head of preventive medicine is that to 
the kind of M. D. mentioned by Dr. Hayne as 
practicing in South Carolina, who, I fear, is not 
indigenous to the soil of that State. To such a 
medical brother typhoid fever is a Godsend. He 
will have ten cases where we have one. If the 
fever lasts only three hours it is typhoid. and he 
cures it. You men who make examinations for 
insurance companies well know how many aunts 
and sisters and cousins and grandfathers have 

_ died of typhoid fever. Like charity, this diagnosis 
covers a multitude of ills. In city or country a 
bad case of fever is sure to be called tynhoid: 
and perhabds, in common with Satan, this disease 
is not as black as it is painted. 

Drainage and sanitation are a'l right; indeed, 
Col. Goethals and Dr. Gorgas have taught the 
civilized world the brightest lesson of this cen- 
tury in their solution of the Panama problem. 
Dr. Treves, physician to the English king, him- 
self admits that England should take the lesson 
well to heart and apply it to plague-stricken 
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India. And we may some day be able to clean up 
our own cities as thoroughly, may “have the power 
to insure pure water .and streets as clean as 
those of old Colon; then we will note the dis- 
appearance of many of the foes we doctors have 
now to fight. 

You have heard the German folk-tale of the 
pied piper of Hamelin; how when the city fathers 
were too stingy to pay him for ridding the town 
of rats he played his pipe so sweetly that all the 
children forsook their play and followed him up 
the mountain side and the hill opened to receive 
them. Now this wise old man knew that rats 
carry the germs of disease, so he could safely 
predict the epidemic of diphtheria and typhoid 
due to the poisoned rats. 

Modern research is abundantly proving the 
truth of the old fable, and if our city officials 
will not afford the price of civic cleanliness, we, 
with the people of old Hamelin, must pay the 
price in health and well-being of our people. 

Dr. R. L. Wilson, Charleston, S. C.—I think 
that we all have cause to be congratulated upon 
the brilliant and practical papers and discussions 
that we have had on this subject this morning. 
Now, to go back over a few points, I would refer 
first to the specific bacillus. The first thing to 
have in mind in the prevention of typhoid is, 
where is discharged this specific bacillus of the 
disease? We know that in great measure this 
occurs in the feces and the urine. In that way 
contamination may find its way to others. These 
bacilli may find their way into shallow wells or 
reservoirs or other supplies of city water. We 
know that, through the agency of flies, as has 
been brought out, these bacilli may find their 
way to food and into milk, and there are a great 
many other ways in which they may come back 
to us and communicate the disease anew in the 
cities. In a general way it may be said that if 
we protect the water supply and the food against 
contamination by flies, or by other means, we have 
in a large measure taken the proper steps to pro- 
tect ourselves against typhoid fever. In a great 
many of the cities examination of the source of 
the water and protection of the water in the 
reservoirs is being undertaken. The connection 
of all closets with the sewers. and the proper 
eare of the water supply and disposal of the 
sewage should give us adequate, or to a great 
extent adequate, protection against typhoid fever. 
In the rural communities we do not have this 
large water supply. The water supply is not one 
certain thing. We may have to look after the 
protection of shallow wells or surface water. 
There is no better way to protect the water sup- 
ply in the country and to protect the people in 
every other way than by a sanitary privy, taking 
care of the excrement and seeing that it does 
not contaminate the soil, that the bacilli do not 
get into the wells and that the excrement does 
not get carried into the houses by flies. Sanitary 
privies guard against pollution of water and pol- 
lution of food by flies. 

Dr. Goldberger brought up a very interesting 
feature and that is the efficient administration 
of health work. We know that we have plenty 
of information regarding the means of dissemina- 
tion of typhoid fever. All that we need is. as he 
says, efficient administration, not only in the 
cities, but also throughout the country districts. 
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The city health officers are not sufficient to give 
proper health administration. We need, also, 
county health officers eVerywhere and district 
health officers, inspectors, and so on, in the dif- 
ferent districts of the county, to see not only that 
the people get the information, but also that 
proper sanitary regulations are carried out. To 
send out circulars without seeing that the inspec- 
tion is made is not sufficient or adequate. We 
shall not have anything like efficient protection 
against typhoid fever until we have this thorough 
administration of health matters in the country. 

With regard to the contamination of the water 
supply, I would say that it is, of course, true that 
pipes in the cities may be contaminated. I am 
not an engineer, but it does seem to me that if 
there is a leak in the pipes in the city, there is 
an opportunity for sewage to get in—say a leak 
in the water main with sewage contamination 
about the pipe. When the water is turned off 
while the leak is being repaired the pressure is 
lowered: "You do not then have one hundred 
pounds pressure. You may even have a negative 
pressure, giving a chance for the sewage to enter 
the water pipe. Of course, that is only temporary. 

Dr. D. S. Black, Columbia, S. C.—Mr. Chairman, 
we hear a good deal of the contamination of food 
from flies, and I want to throw out a suggestion 
that I should like to have investigated. That is, 
the contamination of vegetables. Truck growers 
have a habit of gathering their vegetables in the 
evening, sprinkling them with water to keep them 
fresh, and putting them into a wagon, to be 
carried to the city the next day; and my sugges- 
tion is to investigate the source of the water 
that they use to sprinkle the vegetables with. 
The dairies are inspected for contamination, but 
when it comes to the truck grower, this has never, 
so far as I know, been investigated. 

Dr. C. E. Terry, closing the discussion.—There 
Was a remark made by someone that the fly 
season in the South is earlier than it is in the 
North. (Dr. Bassett.) There is a curious prob- 
lem concerning the fly seasen in the South that 
I have not been able to solve. It has been taught 
us that the cold weather terminates the fly 
season, and in the North that appears to be the 
tase. The typhoid fever in the North comes to 
an end at the termination of the fly season; but 
in the’ South we have no weather that is cold 
enough to terminate the fly season. In Jackson- 
ville the fly ‘season, according to the weather, 
should be twelvé months long, but it is not. It 
begins on the first of March, or at about that 
date, and ends the first of July.. We have four 
months of hot weather after the close of the fly 
Season. Whether the fly has a life-cycle that is 
terminated by other agencies than cold or not I 
do not know, but it is not cold that terminates 
the fly season in the South. © 
"Replying to the remarks of Dr. Hayne as to 
thé physician carrying typhoid infection, I would 
say that I'agree with him heartily. I should also 
like to state that the average family physician 
dées ‘not educate the ‘family of the patient when 
he attends a ¢asé of typhoid. TI do not think that 
it could be better ‘expressed than in the words 
of Dr: ‘Levy, ‘that “the case of typhoid fever now 
in. your home is the result of someone’s careless- 
fiess.” Do not let your carelessness cause the ill- 
ress or maybe the death of others.” The use 


of screens is an example of locking the stable 
door after the horse is stolen. An agent for a 
screen manufacturer came to me a year ago and 
asked me to start a movement for the passage 
of an ordinance requiring all the homes in Jack- 
sonville to be screened. It was not difficult to 
trace the father of this thought, and I asked: 
“Why should we pass any such bill?” He replied: 
“The people are dying of malaria and typhoid. 
You have mosquito and fly-borne diseases here, 
and the use of screens will protect the public 
health.” I did not regard him as a philanthropist, 
and I stated that the time would come and was 
not far distant when there would be no mos- 
quitoes or flies in Jacksonville. I think that, 
except during the last month, we have got rid 
of mosquitoes in Jacksonville already. The 
malaria death rate has dropped almost in propor- 
tion to the drop in the typhoid death rate. The 
fly alone is not dangerous; it is the excrement- 
bred fly that we must guard against. We do 
not have to screen the dining rooms and kitchens 
if we screen our privies. ° 

I neglected, while reading my paper, to show 
you this chart, which I wished to show you. It 
gives the curve of typhoid fever before and after 
the screening of the privies here. On the chart 
the black line shows the typhoid curve for 1910. 
The ordinance requiring the screening of privies 
was passed in August of that year, and for 1911 
we have this dotted-line curve, showing the 
marked reduction in the number of cases of 
typhoid after the screening of the privies. 

Dr. A. W. Freeman, Richmond, Va., closing.— 
I just want to say a few words in closing this dis- 
cussion, which has been most interesting. First, 
as to the question of air transmission of disease 
of all kinds, and particularly typhoid fever. If 
we examine the history of sanitary science, the 
further we go back the more diseases we find 
regarded as air-borne. Just in proportion as our 
knowledge has advanced we have abandoned the 
air-transmission theory of disease. We have come 
to regard disease as a very material thing—not 
an impalpable or gaseous thing, but a solid thing. 

Dr. A. E. Campbell, Chicago, I1l—What about 
smallpox? 

Dr. Freeman.—I do not believe in the air trans- 
mission of smallpox. I have had some little ex- 
perience with it, too. 

As regards fly transmission, as Dr. Terry has 
pointed out, I do not know whether he thinks 
the fly season is ended-here or not, but there is 
a very marked discrepancy between the fly-curve 
and the typhoid-curve, The fiy-curve reaches its 
maximum earlier than the typhoid-curve, and de- 
clines much more slowly. The curves cross each 
other. Careful work was done in Washington on 
that point,-and it failed-te show any correspond- 


ence between these two curves. In the South’ 


we have our flies earlier than in the North, and 
our typhoid earlier, but we also have our flies 
later than in the North,-and ‘our typhoid falls off 
earlier than tn the North. We are almost over our 
worst typhoid séason-in the South before it gets 
well started in- the North.” ~ 

As to the contamination-of water mains from 
sewers, I think that in all probability it is a very 
rare occurretice.° “In ‘oné instance, in Lexington, 
Va., investigated by ‘Messer and myself, and re- 
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ported in the “Engineering News,” we found im- 
portant evidence of such an occurrence. The 
ground of the city was very rugged and hilly, and 
the water standpipe was on top of the hill with 
the main running in an easy curve down to the 
lower part of the town. It was the exceptionally 
dry summer of 1911, and in November the sup- 
ply became short. The town authorities adopted 
the expedient of turning off a valve in the prin- 
cipal main on the slope of the hill. The pipe 
lay in the same trench with the sewer, and after 
the valve had been cut off the people in the 
lower part of the town could for some time draw 
water that still remained in the pipes. There 
was apparently a negative pressuve in the pipe. 
due to the pull from the lower levels. It worked 
out beautifully from the engineering standpoint, 
and is the only example of such an occurrence 
that I have seen. I should not expect it to be 
possible in the level country at Jacksonville. 
In conclusion. I wish to say tha* the question 
of typhoid prevention is now simply one as to 
whether the people want it or not. Typhoid 
prevention is in stock, and is for sale. We have 
a considerable amount of it that we are willing 
to dispose of at a reasonable rate, and if the 
people want to buy typhoid protection, they can 
have it any day and will get what they pay for. 


VACCINE THERAPY.* 


By I. E. Colgin, Ph.C., M.D., 
Waco, Texas. 
t 

As a result of the work of Wright and Douglas 
in 1903 we have (in bacterial vaccine) a new and 
useful addition to our therapeutic armamentarium. 
Wright’s opsonic theory was a stepping stone for 
treatment of bacterial infections by injection of 
killed pure cultures of the offending germ stand- 
ardized and suspended in normal salt solution. 
Active immunity can be conferred by this method 
and is superior in a great many cases to the pas- 
sive immunity conferred by the use of serums. 
The most scientific method of using the vaccines 
is by taking the opsonic index as advocated by 
Wright, but the general practitioner has not the 
means nor time in which to take the index of all 
cases. On the other hand, vaccines can be given 
by a good clinical observer and equally good 
Tesults be obtained. 

During the past ten years every disease of bac- 
terial origin as well as numerous ones of doubtful 
etiology, have been treated by specific vaccines. 
Needless to say, poor results have been obtained 
in a great many instances, due chiefly to.the fact 
that the obtaining of the causative factor of a 
* disease is the basal principle of vaccine therapy, 


*Read at the Sixth Annual Meeting of the South- 
ern Medical Association at Jacksonville, Fla., 
November 12-14, 1912. 


and in a great many instances vaccines were used 
and are still being used on diseases that have 
never been proven to be due to bacterial origin, 
viz., Neoforman’s vaccine for cancer. 


The best authorities contend that the greatest 


field for vaccine treatment is in the chronic and‘ 


sub-acute type of cases. Next in the acute local- 
ized infections as cystitis, and lastly in acute 
general infections, as septicemia, in which, in my 
opinion, vaccine should not be used, leaving this 
class of cases to be treated by serums. Vaccines 
should not be used in acute infections which nor- 
mally have a tendency to run their course in a 
few days; nature in these affections is using all 
her resources to establish her own immunity, and 
the negative phase which results may turn the 
tide in the wrong direction, and your patient never 
respond enough to receive the benefit of the 
active process. On the other hand, if the dis- 
eases were of a chronic or sub-acute type vaccine 
can be given, running the risk of causing tem- 
porary harm in order to produce ultimate good. 

“We must constantly keep in mind that when 
Wwe use vaccine therapy we are not furnishing the 
patient protective substances, but merely stimuli 
to elaborate these substances, and the result of 
these elaborations is always conditional upon the 
right choice, right dosage and interspacing of vac- 
cine, and also, on the other hand, on the ability 
of the patient to produce immunizing substance. 

“Again we must not forget that the protective 
substances which are elaborated in response to 
the inoculation of a vaccine disappear rapidly 
from the blood. From this it can be seen that 
in case we do not eliminate infections immediately, 
and this can be hoped for only in incipient stages, 
that a period of longer or shorter duration of 
repeated vaccination must ensue, for as long as 
there is a residue of infection, or the channel of 
infection is left unguarded, with bacterial infec- 
tions, recrudescence and fresh infections must be 
expected. 

Lastly, we must realize that what can be direct- 
ly achieved by vaccine therapy is nothing more 
than a greater protective power in the circulating 
blood and that where an area of infection is cut 
off from’ the general circulation all the amount of 
elaboration we may possibly hope to get will not 
give curative response until the wall between the 
general circulation and the part is broken down.” 

Autogenous vaccines give better results than 
stock, although in a great many cases vaccines are 
equally as efficient. I often use stock vaccines 
prepared by one biological house, and if I do not 
obtain results, try that prepared by another in 
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hope that it will contain the strain similar to the 
one with which the patient is affected. 

It is the custom of biological houses to incor- 
porate numerous vaccines under the head of mixed 
bacterins, a regular shotgun dose, in the hopes 
that some shot might take effect. This is a mis- 
take, as it is impossible for the body to establish 
lines of defense against several organisms at the 
same time. Locate the principal causative factor, 
even if it takes a dozen examinations, then give 
that particular vaccine and beautiful results will 
be your reward. But try to stimulate the body 
cells against several germs at one time and you 
will find that you will fail all along the line, as 
the reaction will be severe and the resulting im- 
munity will be very little, if any. 

Due care should be exercised that anaphylaxis 
does not result from the use of bacterial vaccines. 
Do not start a patient on vaccine treatment and 
fall short of the desired reaction. Vaccines should 
not be given too frequently. Wright pointed eut 
that reactions occurred from three to ten days 
and we should wait until the reaction has fully 
passed before giving the second dose. Always 
start with a small dose, so that you can study the 
particular case in hand and judge the susceptibility 
of your patient. : 

The first pathological process for which a vac- 
cine was recommended as a therapeutic measure 
was tuberculosis. Koch, in 1890, published pre- 
mature results obtained with tuberculin, raising 
great enthusiasm for a time, but causing so much 
harm that it almost gave vaccines a death blow. 
Incompetent men gave tuberculin in enormous 
doses, paying no attention to the reactions, great 
harm necessarily resulting. Today tuberculin in 
very smal doses, careful observations of reactions 
by competent men, is giving results even better 
than Koch expected. We cannot tell how much 
good to attribute to tuberculin, as it is always 
used in connection with hygienic and dietetic 
measures, but it is a proven fact that those cases 
in which tuberculin is used show fewer relapses 
than the cases treated without. As a matter of 
fact, tuberculin should not be given unless there 
is a means at hand to make agglutinin or 
precipitin tests, as in this manner the best re- 
sults are obtained. But a great many men are 
obtaining good results by carefully observing clini- 
cal symptoms alone. Tuberculin treatment should 
be confined to latent and sub-acute non-febrile 
cases; in cases running temperature the mixed in- 
fection should be gotten rid of by the proper vac- 
cine methods, then tuberculin treatment can be 
instituted. 

The most uniform results obtained from the use 


of vaccine are in cases of pyogenic infection, espe- 
cially those caused by staphylococci such as furun- 
culosis and carbuncles. This is due to two fac- 
tors, the chronicity of the infection and the uni- 
formity of the causative organism. Here is where 
the stock vaccine gives uniformly good results. Be 
gin with an initial dose of from fifty to one hun- 
dred million mixed staphylococcus, albus, aureus 
and citreus and increase the dose every third to 
tenth day. 

Success has also been the rule in treating cases 
of acne vulgaris. A combined vaccine of staphy- 
lococci and bacillus acne of Gilcrest is used based 
on the theory that the original nodule is due to 
bacillus acne and the pustule to secondary infec- 
tion of staphylococci. Give fifty million staphylo 
and ten million bacillus acne as the initial dose. 
Give increasing doses at intervals of from a week 
to ten days. Warn your patient that she (usually 
it is a woman, but most men are just as vain 
about their faces) will have a new crop of pustules 
and nodules result immediately. This is due to 
the negative phase of the vaccine and will pass 
as soon as.two or three doses have been given. 
Usually ten injections, supplemented by the usual 
sulphur lotions, will complete a cure. Advise your 
patient, though, that she should receive several 
injections about two months later so as to pre 
vent a. recurrence. 

Infections of the lungs, nasal passages and ears 
give the next best results. Especially is this true 
in cases resulting from la grippe, which has a 
tendency to assume a chronic form. In these 
cases, especially chronic bronchitis, you have to 
use the mixed vaccines consisting of pneumococ- 
cus, staphylococcus and micrococcus catarrhalis. 
Unless you can take opsonic index and determine 
the lines of least resistance. 

Usually chronic catarrh is due to Friendlander 
bacillus associated with pneumococcus, staphyloc- 
occus and other organisms. This is a broad field 
and usually takes a great deal of laboratory work 
to determine the real causative factor. Usually 
in these cases also we resort to a mixed bac- 
terin, results not being so uniform, but brilliant 
in certain cases. 

Otitis media, the most common ear affection, 
when acute should receive immediate attention— 
paracentesis. At this time obtain your swab, 
examine for causative factor and begin treatment 
with vaccine, if your cases assume a chronic or 
sub-acute form. 


Chronic otitis media is usually due to staphy- 


lococcus or pneumococcus. The necrosed bone 
should be removed and vaccine treatment given to 
prevent those cases which, after operation, run & 
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course of from months to years without any per- 

‘manent cure. 

Gonorrhea, the largest field in which vaccines 
an be used, on account of its prevalence and 
chronicity, next demands our attention. Here 
again is where different opinions are expressed as 
to the value of vaccines. In the acute attacks vac- 
eines are best not given, as the same rule holds 
good that nature is already attempting to subdue 
the enemy and vaccine would only be an added 
burden. It is in the chronic type of cases that 
vaccines give their best results, and in these cases 
results are not uniform. My opinion is that if 
the microscope were brought into play oftener 
better results would be obtained. Usually a mixed 
vaccine is given in hopes that a shot in the dark 
will hit, but more often it misses. Get your 
causative factor and you will be surprised at the 
good your vaccine will accomplish. Usually in 
‘men the uretheral discharge will contain staphy- 
Jococci, diplo-bacillus or colon bacillus, usually no 
gonococci being present, as gonorrhea lays open 
a field for secondary infection and then retires 
to the background. On the other hand, smears 

. expressed from the prostate will often give almost 
a pure culture of gonococci. 

In women smears from the vagina will usually 

show numerous organisms with no gonococci 
{I have examined numerous chronic cases in 
‘women and have never been able to demonstrate 
gonococci in a smear taken from the vagina), but 
take a loop of pus from the cervix or urethra and 
you will obtain numerous gonococci, In this class 
of cases get rid of your mixed infection and then 
you will only have gonococci to deal with. 

Typhoid vaccine has shown its efficiency as a 
prophylactic agent, having been thoroughly tested 
in the armies of Germany, England and the United 
States. It was the consensus of opinion of the 
leading men of the world that prevention of 
typhoid by vaccination was the greatest advance- 
ment made in the year 1911. However, it is still 
a mooted question as to the value of typhoid vac- 
cine as a therapeutic agent. In long protracted 
cases vaccine cuts short the attack as is shown 
by the Widal examinations. It also lessens the 
tendency to relapses and is of service in. pre- 
venting typhoid carriers. : 

In this paper I have not attempted to cover 
the entire field of vaccine therapy, but wished to 
lay stress upon those infections which have given 
the best responses to this mode of treatment. In 
. order to obtain best results from vaccine the pa- 
tients must be selected with care. Those types 
of cases in which the body is not doing its full 
duty in producing natural immunity being most 
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applicable; those cases in which a temporary in- 
crease in the severity of the disease would do 
harm should be avoided. Small doses should be 
administered at first and the interval should be 
long enough to allow the body to recover from 
the constitutional reaction. The patient must be 
made to respond to the added stimulation, but as 
this procedure is to bring about increased bac- 
terial destruction, care must be taken that too 
much endotoxin be not liberated, thereby doing 
harm through hyper-intoxication. 
CONCLUSIONS. 

In vaccine therapy success depends: 

1. Choosing cases applicable to the use of bac- 
terial vaccines. 

2. Determining the causative factor—do not 
depend upon mixed vaccines, as usually, if you 
get rid of the main factor, nature can take care 
of the balance of infection. 

3. Choose your dose according to individual 
patients, and do not follow set rules. 

4. Make the interval long enough between in- 
jections to let the body respond to the stimulation. 


DISCUSSION. 


Dr. J. B. Elliott, Jr. New Orleans: At the 
meeting of this association held last year at 
Hattiesburg I reported several cases of typhoid 
fever treated by vaccines and I was rather severe- 
ly criticised for doing so. Since that time I have 
four other cases treated in the same way by the 
use of typhoid vaccine, and the results have been 
uniformly successful so far as I can see. The 
cases have all terminated about the twentieth or 
twenty-second day, and after a third dose of vac- 
cine we have generally had a fall of the tempera- 
ture to normal. I have failed to see any harm 
done to any case by the use of the typhoid vac- 
cines. We speak of the negative phase, but I 
have not yet seen it. I gave five hundred million 
the first day and repeated it every second day 
until I gave three or four doses. I have had only 
thirteen cases, but the results have been uni- 
formly good. I make this reservation: I never 
give a case typhoid vaccine if the patient has been 
sick longer than two weeks. It is used only in the 
mild cases, and not in the late cases, as the power 
of resistance is giving out and is no longer stimu- 


‘lated by these vaccines. 


I understand Prof, Leishmann has come to the 
use of typhoid vaccines in the treatment of typhoid 
fever. They can do no harm, so far as I have 
been able to see. 

Dr. E. C. Thrash, Atlanta, Ga.: I have been 
observing the use of these vaccines for the past 
ten years, and I have been very much chagrinned 
at the profession at large treating them so in- 
differently.- Any pharmaceutical that is put upon 
the market, regardless of value, or the endorse- 
ment of the profession, will be bought and. pre- 
scribed empirically because the advertiser is be- 
hind it. We have been giving drugs from time 
immemorial, without any definite knowledge 
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whether they produce any effect or not. We give 
them with an abiding faith, and while within the 


‘ last few years we have been curing diseases with 


vaccines and serums, the medical profession are 
refusing to accept them. One of the reasons is 
that they surround them with more or less mys- 
tery. They feel they are giving something they 
do not understand, something they do not study 
and they think the work should be left to a spe- 
cialist or to a laboratory man. 

We cannot name more than two or three dis- 
eases that we can really cure with drugs; but I 


can name a dozen that can be cured with vac- 
cines. When I say they can be cured, I do not 
mean vaccines will cure every disease. Nothing 
is expected to cure in every instance, but if we 
can cure 5 per cent or 10 per cent of any specific 
disease we have made a long stride in our therapy, 
because when we rule out syphilis and malaria 
we can cure no diseases with drugs. There is 
not a single drug that will cure any disease that 
I know of except these two, but we do cure num- 
bers and numbers with vaccines. I might mention 
among them acne, gonorrhea, tuberculosis, menin- 
gitis and typhoid fever. I know that vaccines in 
tuberculosis have been knocked time and again 
and said to be of no value at all simply because 
a doctor will try a few doses of it and because 
the patient does not get well he rushes to the 
conclusion that there is nothing to it. If you 
treat two or three or five cases and get no results, 
and cure the fifth case, you are curing 20 per cent 
of your cases, and it deserves to be followed up 
and studied and the technic of its administration 
mastered. I do not consider that there is any- 
thing more valuable in our therapeutic studies 
than to study the action of these vaccines and 
how to administer them intelligently. When we 
think of a specific, we think of a remedy that 
will cure in every instance, but there are no 
specifics which will do this. A specific is a remedy 
which acts directly upon the disease and checks 
the disease by acting specifically upon the poison 
that is producing it. That specific may ameliorate 
the disease, may benefit it, or cure it, or it may 
have no effect. There is usually a misinterpreta- 
tion of the term specific. These vaccines are 


specific in the treatment of the respective diseases - 


for which they have been found useful. The mis- 
take we make is in trying them for a few days 
or a few weeks and then abandoning them. We 
have got to watch them carefully and learn how 
to administer them. We have got to learn how to 
give enough and not give too much. In the acute 
infections they are of no value. The cell struc- 
tures are overtaxed and you cannot put them into 
a condition of doing better, but in the chronic 
conditions, where the cells have lagged and be- 
come indifferent, you can inject the attenuated or- 
ganisms, and they are able to attack them suc- 
cessfully, and by attacking these successfully 
they are stimulated to attack the more virulent 
ones. This is why we get results in chronic con- 
ditions, and do not in acute infections. 

Dr. I. BE. Colgin, Waco, Texas (closing the dis- 
cusion): In my paper I did not dwell on the 
use of vaccines as a therapeutic agent in typhoid 
fever. I was afraid to do that, because on a 
former occasion I did so and was called down 
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very severely; hence I refrained from mentioning 
their use. At that time, however, I did not have 
the experience of Dr. Elliott with the use of vac- 
General of the U. S. Army. Revised May 1, 1913. 


THE PRESENT STATUS OF OUR KNOWLEDGE 
REGARDING THE PARASITIC AMOEBAE.* 


By Charles F. Craig, M.D. 
Captain Medical Corps, U. S. Army, 
Washington, D. C. 


Amoebic infections should interest every prac-- 


titioner of medicine in the United States, and 
especially in the Southern States, where dysentery 


due to the parasitic amoebae is not infrequently, 


encountered. During the Spanish-American War 
and the Philippine insurrection these infections 
were very prevalent among our soldiers, and thou- 
sands of them returned to this country infected 
with the entamoebae causing dysentery. Upon 
discharge, many of these men returned to civil 
life while still infective, and must have intro. 
duced the infection into many localities. In addi- 
tion, recent researches have shown that amoebic 
dysentery’ is endemic in certain regions of the 
United States, particularly in the States border- 
ing upon the Gulf of Mexico, while even in the 
northern and western portions: of our country 
sporadic cases are frequently encountered. The 
recognition of these infections is important, for 
the best hope of securing results in the treatment 
of amoebic dysentery rests upon an early diag- 
nosis and immediate treatment, for after the dis- 
ease has once become chronic, it is very doubtful 
if many patients can be actually cured. 

The occurrence, in a large percentage of healthy 
individuals, of an entamoeba resembling in its 
general morphology the species concerned in the 
production of dysentery makes it imperative that 
a differential diagnosis be made between infec- 
tions with the harmless and the pathogenic para- 
sites. Many patients have been treated for 
amoebic dysentery because of the finding in their 
faeces of the harmless species which has been 
mistaken for the one causing dysentery, and it is 
doubtless true that many of the wonderful cures 
of amoebic dysentery attributed to diverse drugs 
have occurred in just such infections, the 
diarrhoea present being due to other causes. 

For this reason, and because the literature deal- 
ing with amoebae is often inaccessible to the gen- 


*Read at the meeting of the Southern Medical 
Association at Jacksonville, Fla., November 12-14, 
1912, and published by authority of the Surgeon- 
General of the U. S. Army.- Revised May 1, 1913. 
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eral practitioner, it has occurred to me that a 
review of our present. knowledge of these interest- 
ing and important parasites would be of service to 
the profession, and in this paper I shall give a 
summary of what is at present known regarding 
the classification, morphology, life cycle, and rela- 
tion to disease of the parasitic amoebae of man, 
together with the methods of demonstrating them 
which. I have found most useful. 

Classification and Species.—Loesch', in 1875, 
was the first to describe an amoeba occurring in 
the faeces of a patient suffering from dysentery, 
which he named Amoeba coli. His work was fol- 
lowed by that of Kartulis?, Hlava’, Osler*, Dock’, 
and Councilman and Lafleur’. The latter authors 
published a classical monograph on amoebic dysen- 
tery, in which they recognized it as a distinct dis- 
ease, and fully described the amoeba which they 
regarded as the etiological factor. 

In 1897 Casagrandi and Barbagallo’, after a 
thorough study of the amoebae occurring free in 
nature and those found in the intestine of man 
and other animals, concluded that the latter dif- 
fered both in their morphology and life-cycle from 
the former, and established the genus Entamoeba 
for the parasitic species. They were evidently 
unaware of the work of Leidy*’, who, in 1879, had 
established the genus Endamoeba for parasitic 
amoebae, taking for a type species Amoeba blattae, 
of the cockroach. While eventually it may be de- 
cided that the spelling of Leidy must be retained, 
I prefer at the present time to adopt that of 
Casagrandi and Barbagallo, as the generic name 
Entamoeba has been accepted by almost every 
authority upon the subject. It may be stated, 
then, that all parasitic species of amoebae belong 
to the genus Entamoeba, as distisguished from the 
free-living species, which are placed in the genus 
Amoeba. 

In addition to the genus Entamoeba, a single 
species belonging to another genus occurs as a 
Parasite of man. This species was described by 
myself in 1906°, under the name Paramoeba 
hominis, and is believed to be the cause of a form 
of chronic diarrhoea, resembling in its symp- 
tomatology a mild dysentery. 

After the earlier work upon amoebae, many at- 
tempts were made to separate these parasites into 
distinct species, but it was not until the publica- 
tion of Schaudinn’s” paper that a clear distinc- 
tion was drawn between two species, occurring in 
the intestine of man. Schaudinn found that one 
of these species, which he named Entamoeba coli, 
Was a harmless commensal, occurring in a large 
Proportion of healthy individuals; while the other, 
which he named Entamoeba histolytica, was the 
Cause of a form of dysentery. I confirmed 


Schaudinn’s work in 1905", and it has since been 
confirmed by many observers. 

In 1906, Viereck” described what he considered 
a third species of entamoeba occurring in man, 
which he named Entamoeba tetragena; this spe- 
cies was considered the cause of a form of dys- 
entery, but it is now generally admitted that it is 
identical with Emtamoeba histolytica. 

Most authorities consider that Entamoeba his- 
tolytica and Entamoeba tetragena are identical. 
Thus Walker“ considers that tetragena is iden- 
tical with histolytica and does not exist as a dis- 
tinct species, while Hartmann“, Whitmore” and 
Darling” consider that most of the amoebae which 
have been described as histolytica were really 
tetragena. There is no doubt that Schaudinn failed 
to describe the typical cysts of tetragena in mate- 
rial which he examined, but as tetragena is identi- 
cal with histolytica he simply failed to discover 
the method of reproduction by the formation of 
the characteristic four nucleated cysts, and mis- 
interpreted certain degenerative changes as repro- 
duction by “budding of spore formation.” He ac- 
curately described a part of the life cycle and 
therefore his species name must displace that of 
‘tetragena. At the present time I believe that it 
is best to recognize but two species of entamoebae 
as parasitic in the intestine of man, Entamoeba 
coli and Entamoeba histolytica. 

In addition to the two species of entamoebae 

mentionel, no less than eleven others have been 
described as being parasitic in man. These are: 
Entamoeba kartulisi, Dofiein”, 1901; Entamoeba 
buccalis, Prowazek”, 1904; Entamoeba undulans, 
Castellani®, 1905; Entamoeba tropicalis, Lesage”, 
1908; Entamoeba phagocytoides, Gauducheau™, 
1908; Entamoeba minuta, Elmassian”, 1909; 
Entamoeba nipponica, Koidzumi™, 1909; Entamoe- 
ba williamsi, Prowazek™, 1911; Entamoeba polecki, 
Prowazek”, 1912; Entamoeba hartmanni, Prow- 
azek”, 1912; and Entamoeba butschli, Prowazek”, 
1912. 
_ It is generally believed that most, if not all, of 
these species are founded upon insufficient data 
and that eventually they will be found to be iden- 
tical with one or the other of the two species al- 
ready noted. 

It. may then be stated that our present knowl- 
edge is sufficient to enable us to recognize two 
distinct species of entamoebae as being parasitic 
in the intestine of man, i. e., Entamoeba coli and 
Entamoeba histolytica. 

At the same time that our knowledge of the 
parasitic entamoebae of man has been developing, 
a number of species have been described as para- 
sitic in the lower animals. Thus we have 
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Entamoeba blattae of the cockroach, described by 
Butschli*; Entamoeba ranarum of the frog, de- 
scribed by Grassi”; Entamoeba muris of the 
mouse, described by Grassi®; Entamoeba bovis 
of cattle, described by Liebertaz™; Entamoeba nut- 
talj of the monkey, described by Castellani®; En- 
tamoeba testudinis of the turtle, described by 
Hartmann™; and Entamoeba pitheci of the orang- 
outang, described by Prowazek™. 

The relation of these parasitic species of the 
lower animals to those of man has not been deter- 
mined, but, from an epidemiological standpoint, 
the ‘entamoebae which have been described as 
occurring in the cockroach and the mouse would 
appear to be of most interest, as human food 
could easily become contaminated with these 
species and thus furnish a means of transferring 
them to man. A further study of the adaptability 
of Entamoeba blattae and Entamoeba muris to a 
parasitic life in man is needed before we can be 
sure that these species are not capable of living 
in man and of producing pathological lesions. It 
is not beyond the range of probability that the 
cockroach and mouse are instrumental in trans- 
mitting entamoebic infection to man, as_ the 
species described as occurring in them are very 
closely allied, both morphologically and in their 
cycle of development, to the human entamoebae. 

Technique.—The differentiation of Entamoeba 
coli and Entamoeba histolytica depends upon dif- 
ferences in morphology and in their life cycle, and 


both the living parasites, and properly fixed and . 


stained preparations should be used in attempting 
to differentiate between them. I wish especially 
to call attention to the great value of the study 
of the living entamoebae in diagnosis and in the 
determination of the phenomena of reproduction, 
for this method of studying these parasites has 
been sadly neglected by most protozoologists and 
many of their species differentiations rest almost 
entirely upon the morphology of stained speci- 
mens. This has given rise to much confusion and 
I am satisfied has led to serious mistakes in the 
identification of the different species. Even with 
the best methods of wet-fixation and haematoxylin 
Staining it is easy to-make the nuclear structure 
of Entamoeba coli resemble that of Entamoeba 
histolytica by simply varying the amount of dif- 
ferentiation with the fluids used for this purpose, 
and while it would be impossible to render the 
nucleus ef Entamoeba histolytica like that of 
Entamoeba coli, owing to the absence of the large 
karyosome, the opposite is true, and may account 
for some of the confusing reports regarding these 
two species of entamoeba. In the living condition 
these two parasites are easily distinguished and 
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therefore this method of examination should never: 
be neglected. 

For the study of living entamoebae, a small por- 
tion of a freshly passed stool should be placed 
upon a microscopic slide and covered with a 
cover-glass, gentle pressure being used to spread 
the specimen. The material selected for examina- 
tion should preferably be from the liquid portion 
of the stool rather than a solid particle, and, if 
present, particles of mucus or any blood-stained 


material should be examined as well. Unless the - 


patient is having diarrhoea a saline cathartic 
should be administered before making the exam- 
ination. For the best results the faeces should 
be examined immediately after they are passed, 
as then the entamoebae are motile and more easily 
recognized. If one is accustomed to studying 
these parasites this precaution is not necessary, 
for if the specimen be examined before degenera- 
tion of the entamoebae has occurred, one may as 
easily recognize an immotile entamoeba as a 
motile one. It is well to keep the specimen of 
faeces at about the temperature of the body if 
any delay occurs before the examination is made, 

If the reproductive cycle is to be studied, a 
warm-stage or incubator for the microscope is- 
necessary, as otherwise many of the most impor- 
tant reproductive phenomena will be overlooked 
or they will occur in an atypical manner. If the 
stool is partially formed, it is necessary to dilute- 
the portion to be examined with normal salt 
solution, and a loopful of the mixture is then 
examined. One should always be careful not to- 
use too thick a preparation, and several should 
be examined before a negative result is considered 
as of any value. In severe cases of dysentery I 
have more than once found a few entamoebae 
in the ninth or tenth preparation examined, the 
others being negative. 

In staining these parasites it should be remem- 
bered that they are extremely delicate in struc- 
ture, and that even our best methods undoubtedly 
distort them to some extent. It therefore follows 
that the methods which are least apt to cause 
erroneous appearances are those best adapted to 
the study of the structure of these organisms. 
Wet-fixed specimens, stained with one of the 
haematoxylin stains, give the best results, and I 
have found the following method—really an 
adaptation of Mallory’s chloride of iron haema- 
toxylin stain, first brought to my attention by Dr. 
W. M. James, of Panama—one of the most reliable 
I have used, and as it can be followed by anyone 
trained in laboratory work I would recommend 
it as an excellent routine stain for the differentia- 
tion of the parasitic entamoebae. The following 
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steps should be followed in staining with this 
method: 

1. Make thin smears of faeces upon the sur- 
face of a microscope slide and immerse at once, 
without drying, in Schaudinn’s sublimate-alcohol 
solution ‘and fix for from two to five minutes. 

2. Harden in 80 per cent alcohol for ten min- 


utes. 

3. Wash in 50 per cent alcohol and then in 
distilled water. 

4. Flood the preparations with the mordant, 
which consists af a 10 per cent aqueous solution 
of chloride of iron. This should be freshly pre- 
pared. 

5. Pour off the mordant and then flood the 
preparations with a freshly prepared solution of 
haematoxylin made by adding crystals of haema- 
toxylin to 250 c.c. of distilled water, while warm, 
until a deep port-wine color is produced. The 
solution is then added to the preparations until 
all the haematoxylin is precipitated, which is 
shown by the smear appearing through the solu- 
tion. Stain for from five to twenty minutes. 

6. Wash the smears in at least ten changes of 
distilled water. 

7. Decolorize with a one-half per cent solution 
of chloride of iron in distilled water, which must 
be freshly prepared. 

8. Wash the smears in tap water. 
be left in this over night. 

9. Dehydrate in 95 per cent and absolute 
alcohol. 

10. Clear in xylol, or any clearing oil. 

11. Mount in neutral balsam. 

With this method the cytoplasm of the enta- 
moebae stains a grayish blue, while the nuclear 
Membrane and chromatin stains a deep black, 
the structure of the nucleus being beautifully 
shown. 

Morphology and Life Cycle.—The differentiation 
_ of the various species of entamoebae is based 
upon differences in both the morphology and life 
cycle, but in a contribution like this it is impos- 
sible for one to consider in detail the morphology 
of the species that have been described, so that 
only the most important differential points will 
be mentioned concerning the two generally ac- 
cepted species. 

Entamoeba coli, in the living state, shows but 
little distinction between the ectoplasm and the 
endoplasm; the nucleus is always clearly distin- 
guishable, having a thick nuclear membrane and 
a well-marked karyosome; the movements are 
sluggish; red blood corpuscles are very rarely ob- 
Served within the cytoplasm; vacuoles may or 
May not be present, but, when present, are never 
contractile, and cysts are observed containing, on 
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the average, eight daughter nuclei. In the stained 
specimen the nucleus shows a thick nuclear mem- 
brane, upon the inner side of which are scattered 
masses of chromatin, while there is a spherical, 
deeply stained karyosome, and considerable loose 
chromatin between it and the nuclear membrane. 

Entamoeba histolytica, in the living condition, 
shows a Very marked distinction between the 
ectoplasm and endoplasm, the former being much 
more refractive than the latter; the nucleus is 
almost always invisible, and, when visible, is ob- 
served to possess a very delicate nuclear mem- 
brane, and a very minute karyosome, at one stage 
of develpment, and a large karyosome at other 


developmental stages; vacuoles are generally 
present but are not contractile; red blood 
corpuscles are very often observed’ within 


the cytoplasm; the motility of this species is very 
marked, motion being rapid as compared with 
Entamoeba coli; cysts comparable with those of 
Entamoeba coli occur, but instead of containing 
eight daughter nuclei contain only four nuclei. 
In this species there occur two types of nuclei 
in the vegetative forms, one, the typical histolyt- 
ica nucleus, having a delicate nuclear membrane, 
and a very minute karyosome, while the other 
has the typical structure of the Tetragena nucleus, 
the nuclear membrane being thicker, while there 
is a large karyosome generally containing a cen- 
triole. Peculiar degenerative forms occur in this 
species that were interpreted by Schaudinn and 
myself as representing multiplication by spore 
formation, but I now believe that these are purely 
degenerative in character. 

The histelytica type of nucleus occurs in the . 
most severe and acute cases of dysentery, while 
the tetragena type occurs in the milder and more : 
chronic forms, and just before encystment. As 
encystment approaches the entamoebae become 
smaller, forming the so-called small generation; 
the nucleus may be of the histolytica type, but is 
generally of the tetragena type, or arn intermediate 
type, and the organisms assume a more spherical 
shape. The cysts show from one to four nuclei, 
and often contain large, spindle-shaped masses of 
chronatin. 

The two species of entamoeba under discussion 
differ greatly in their methods of reproduction. 
Entamoeba coli, during the vegetative stage, mul- 
tiplies by simple division and schizogony, with 
the formation of eight daughter entamoebae; in 
the cystic stage by the formation of cysts contain- 
ing eight daughter nuclei. Entamoeba histolytica 
during the vegetative stage multiplies by simple 
division, and in the cystic stage by the formation 
of cysts containing four daughter nuclei. The 
statement of Schaudinn that this species mul- 
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tiplies by spore formation has now been proven 
to be erroneous. 

Cultivation.—It is now established that none of 
the parasitic amoebae have been cultivated upon 
artificial media. Numerous observers have 
claimed to have cultivated parasitic amoebae, 
notably Musgrave and Clegg”, but the researches 
of Hartmann”, Werner”, Whitmore®, Walker”, 
Liston“, Wells“, and myself”, have shown definite- 
ly that the amoebae that have been cultivated 
are common free-living species, having nothing to 
do with the production of dysentery in man, and 
differing both in morphology and life-cycle from 
the parasitic amoebae or entamoebae. It is com- 
paratively easy to cultivate amoebae from the 
faeces of dysentery patients, but these amoebae 
are free-living species that have either been in- 
gested and passed through the digestive tract in 
an encysted condition or have reached the ma- 
terial from which the cultures were made, or the 
culture media, through the air. Indeed, both Lis- 
ton and Wells have proved that it is possible to 
secure cultures of amoebae by simply exposing 
Plates containing suitable culture media to the 
air in India, and their experiments prove that 
this is the manner in which many cultures have 
been obtained from both faeces and liver abscess 
pus. At the present time it may be definitely 
stated that the parasitic amoebae have not been 
cultivated and that only free-living species have 
so far been obtained in this manner. 


Relation to Disease.—The recent developments 


in our knowledge of the entamoebae necessitates 
a revision of some of our data connecting these 


_ organisms with disease in man, as all of the evi- 


dence gained by experiments with cultural 
amoebae must be discarded, as such evidence is 
of no value as showing the relation of parasitic 
amoebae to disease. In addition, the results ob- 
tained experimentally in animals by feeding or in- 
jecting material containing entamoebae must be 
revised in the light of the proven existence of a 
harmless and at least two pathogenic species. 

The following theories have been held regard- 
ing the relation of entamoebae to disease in man. 
(1) That they are all harmless commensals; (2) 
that they are secondary factors in the etiology of 
disease; (3) that all species of amoebae are capa- 
ble of causing dysentery; and (4) that both 
pathogenic and non-pathogenic species are para- 
sitic in man. 

Recent researches have shown that the latter 
theory, i. e., that pathogenic and non-pathogenic 
species of entamoebae are parasitic in man, is 
correct. It ‘is still impossible to say whether 
some other factor is necessary before the patho- 


genic species can cause disease, but the evidence 
all points to the contrary opinion. At the present 
time it is generally accepted that certain species 
of entamoebae are capable of producing dysentery, 
but a few authorities still maintain that these 
parasites are only secondary invaders of the 
tissues and are not responsible for the lesions 
present. In support of this contention they 
point to the fact that entamoebae are found in 


many healthy individuals and in patients suffer- . 


ing from diseases other than ~ dysentery; that 
dysentery occurs in epidemic and endemic form 
in regions where entamoebae cannot be demon- 
strated; that many different agents, when in- 
jected into the intestine, are capable of produc- 
ing lesions like those of amoebic dysentery; that 
direct infection of either animals or man with 
entamoebae has never been proven; that the de- 
ductions based upon animal experiments are 
unsatisfactory, and that until we are able to cul- 
tivate the entamoebae and to produce dysentery 
with pure cultures, we are not justified in claim- 
ing that they are the cause of disease. 

These objections, with the exception of the last 
mentioned, can all be answered by the results of 
work accomplished’ during the past few years. We 
know that the presence of entamoebae in health 
and in disease other than dysentery is explained 
by the occurrence of a distinct species which is 
non-pathogenic and which is a parasite of man; 
that the occurrence of endemic and epidemic dys- 
entery in regions where entamoebae have not been 
demonstrated is due to the group of dysentery 
bacilli; that the lesions produced by the injection 
of either chemical or bacterial substances into the 
intestine are not identical with those produced by 
the entamoebae; that direct infection of animals 
with entamoebae has been abundantly proven, 
and that such experiments are reliable when 
properly controlled. As regards the last objection, 


i. e., that until pure cultures are obtained the’ 


causative relation of entamoebae to disease can- 
not be maintained, it may be stated that this is 
not a fair or valid objection, as there are other 
parasites well known to be the cause of specific 
infections which have not as yet been cultivated. 

In support of the etiological relation of certain 
species of entamoebae to dysentery, we have the 
following facts: (1) The absolutely characteristic 
pathology of amoebic dysentery and the constant 
presence of the pathogenic species of entamoebae 
in the lesions and their absence from the lesions 
of other forms of dysentery; (2) the constant 
presence of pathogenic entamoebae in the tissues 


of the peculiar form of liver abscess which often - 


complicates amoebic dysentery; (3) the produc 
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tion of typical amoebic dysentery in susceptible 
animals by feeding and inoculation experiments 
with material containing the pathogenic enta- 
moebae and the demonstration of the parasites 
in the lesions so produced. 

It is not necessary at this time to discuss in 
detail the pathology of amoebic infection. It is 

_a self-evident fact to all who have had experience 
with amoebic dysentery at the autopsy table that 
the lesions of this disease are absolutely charac- 
teristic and are entirely distinct from those of 
the bacillary forms of the disease. I have had 
the opportunity of studying hundreds of cases of 
both amoebic and bacillary dysentery at autopsy, 
and can state that one can easily distinguish the 
lesions produced by the entamoebae from those 
due to other causes. 

If sections are made through the lesions in the 
intestine, entamoebae may be demonstrated in 
every portion of the involved region. They are 
frequently numerous in the mucous, sub-mucous 
and muscular coats of the intestine, where they 
may be demonstrated in the glandular tissue, in 
the intermuscular septa, and in the lymphatics 
and blood-vessels. Of course, in the intestine, it 
cannot be denied that a portion of the pathologi- 
cal picture may be due to bacteria which have 
gained entrance to the tissues along with the 
entamoebae, but the fact remains that the latter 
organisms are always associated with a charac- 
teristic ulcerative lesion never produced. by bac- 
teria alone. . 

It is well known that a peculiar form of liver 
abscess frequently complicates amoebic dysentery. 
The pathology of this condition is characteristic 
and in the contents of such abscesses entamoebae 
can always be demonstrated and if sections are 
made of the abscess wall these organisms are 
found within the tissues. 
contents are sterile save for the entamoebae, 
while the most careful staining of the tissues 
fails to reveal any other etiological factor. 

I believe that if we had no other evidence than 
the peculiar lesions of this form of dysentery 
With which are always associated the pathogenic 
species of entamoebae, we would be justified in 
considering the latter as the cause of the dis- 
ease. 

The experimental production of dysentery in 
susceptible animals with material containing enta- 
moebae dates back practically to the discovery 
of Amoeba coli, and Loesch", Hlava“, Kovacs“, 
Kartulis“, Zancoral’, Strong and Musgrave", and 
Many others have recorded successful experiments 
in this direction. However, all of the experiments 
were inconclusive as regards the particular species 
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of entamoeba concerned in the production of the 
lesions, and it was not until Schaudinn’s work 
that it was definitely proven that there existed 
a harmless species and one that was the etiologi- 
cal factor in the production of dysentery. He 
proved that Entamoeba coli does not produce dys- 
entery either in man or the lower animals, and 
that Entamoeba histlytica is capable of producing 
a severe and fatal form of dysentery in young 
cats. His experiments were soon confirmed by 
numerous’ observers, and later Hartmann”, 
Viereck”, and Werner” proved that Entamoeba 
tetragena, a supposed new species, but really iden- 
tical with Entamoeba histolytica, is also capable 
of producing dysentery in these animals. 

Entamoeba coli is a harmless species, found in 
a large percentage of healthy individuals and 
those suffering from diseases other than dysen- 
tery. Schaudinn™ found it present in 50 per cent 
of healthy individuals in West Prussia; in 20 
per cent in Berlin, and 66 per cent of healthy 
people examined on the shores of the Adriatic 
Sea; Vedder™ in 50 per cent of healthy American 
soldiers, and 72 per cent of Filipino scouts in 
the Philippines; Sistrunk* in eleven of one hun- 
dred and forty-five patients suffering from disease 
other than dysentery in the Mayo Hospital at 
Rochester, Minn., the patients coming from dif- 
ferent parts of the United States; and Ashburn 
and myself* in 71 per cent of healthy American 
soldiers in Manila. In 1905" I examined over two 
hundred American soldiers in San Francisco, and 
found that 65 per cent of them showed Entamoeba 
coli in the stools after a saline cathartic. These 
soldiers were recruited from all portions of the 
United States and had not been in the Philippines 
or other places in the tropics. This species has 
lately been demonstrated by Stiles” in North 
Carolina, by McCarrison® in India, and its occur- 
rence in the Philippines confirmed by Whitmore” 
and Walker”. It has also been found upon the 
Isthmus of Panama by Darling“ and James™, in 
South America by Elmassian”, and in Samoa by 
Prowazek". 

That this parasite does not produce disease has 
been proven by numerous investigators. Negative 
results have been obtained from the rectal injec- 
tion of cats with faecal material containing it by 
Kartulis®, Kruse and Pasquale”, Celli and Fiocca”, 
Strong and Musgrave®, Jurgens”, Wellman”, and 
many others. I” was never able to produce the 
least symptom of dysentery by either feeding or 
the rectal injection of material containing this 
species in cats, although 50 per cent of the kittens 
given rectal injections of faeces containing Enta- 
moeba histolytica and 75 per cent of those fed 
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with material containing the latter organism de- 
veloped typical amoebic dysentery. 

Entamoeba histolytica was first proven to be a 
pathogenic species by Schaudinn and his work 
has been confirmed by subsequent investigators. 
In my own work upon this subject® I found that 
half-grown cats developed typical amoebic dys- 
entery after either the rectal injection or feeding 
of material containing this species, but the best 
results were obtained by feeding the infected 
material. The lesions produced were typical of 
those occurring in amoebic dysentery as observed 
in man (in some animals even amoebic abscess 
of the liver was produced), and a fatal issue was 
not uncommon, 

These observations were confirmed by Werner™ 
and Wellman”, and the evidence is sufficient to 
prove: that Entamoeba histolytica is the cause of 
a form of amoebic dysentery. The character of 
the lesions produced in the animals, the constant 
association of this species with the lesions and 
the production of liver abscess containing the 
entamoeba I consider conclusive proof that this 
parasite is a cause of amoebic dysentery. 

Entamoeba tetragena, the supposed new species, 
really Entamoeba histolytica, has been proven to 
be capable of causing dysentery in cats by 
Viereck”, Hartmann™, Werner”, Fantham™, and 
Darling”; the lesions produced are similar to those 
produced by feeding or injecting Entamoeba his- 
tolytica, as would be expected since they are iden- 
tical. Wenyon has also produced dysentery and 
liver abscess in cats with this species. 

Franchini® has recently shown that Entamoeba 
tetragena also produces a form of dysentery in 
the monkey, indistinguishable both clinically and 
pathologically from that observed in man. 

It is necessary to consider briefly the claims of 
some authorities who have thought that they 
were able to produce dysentery in animals with 
cultures of amoebae. As I have already stated, 
it has been definitely determined that all of the 


cultural amoebae that have been thoroughly 


studied are free-living species bearing no relation 
to dysentery, and differing both in morphology and 
life-cycle from the entamoebae causing disease in 
man or the lower animals. However, numerous 
investigators, notably Musgrave and Clegg", claim 
to have produced lesions of dysentery in animals 
with these amoebae, and it is therefore of impor- 
tance to show wherein their claims are unwar- 
ranted. Musgrave and Clegg were able to culti- 
vate amoebae from the faeces of dysenteric pa- 
tients with pure cultures of several bacteria, and 
with these mixed cultures produced lesions in 
animals. That these lesions were due to the cul- 
tivated amoebae thus introduced cannot be ac- 


cepted, for it has been proven that the amoebae 
experimented with are not pathogenic to animals. 
I studied one of the amoebae which they claim 
produced lesions and found it to be a typical free- 
living species, and feeding cultures of the organ- 
ism to half-grown cats did not result in the ap- 
pearance of either symptoms or lesions of dysen- 
tery, according to several investigators who have 
endeavored to confirm their results. Musgrave 
and Clegg, in their experiments, injected mixed 
cultures of amoebae and bacteria (often such 
organisms as the typhoid bacillus and the spiril- 
lum of cholera) directly into the liver, the sub- 
cutaneous tissue, or the peritoneal cavity, and 
such injections were frequently followed by ab- 
scesses containing both amoebae and bacteria and 
sometimes evidences of a systemic infection. I 
do not believe that these experiments are of any 
value as showing the relation of the parasitic 
amoebae to disease, or as showing that the cul- 
tivated amoebae were really parasitic, for even 
though they might have been capable, when acting 
alone, of producing the lesions observed, which 
is more than doubtful, it would not prove that 
they were identical with the entamoebae found in 
man, for, as has been shown, these cultivated 
amoebae all differ markedly in their morphology 
and life-cycle from the entamoebae. 

Musgrave’s and Clegg’s claim that the differ- 
ences in the structure and life cycle of the cul- 
tivated amoebae are due to artificial conditions, 
such as are present in the cultures, has not been 
proven. Walker, in discussing this argument, very 
justly says “that while slight modifications might | 
occur under such conditions, it is very improb- 
able that cultivation could cause a complete re- 
organization of the structure of the nucleus, 
develop de rovo such a constant organelle as a 
contractile vacuole, or profoundly modify the life- 
cycle of the organism. Moreover, that the sup 
posed modification should invariably take the form 
of a change from the characters of the genus 
Entamoeba to those of the genus Amoeba is, to 
say the least, improbable.” 

Most of Musgrave and Clegg’s experiments 
were conducted upon monkeys, and it is well 
known that these animals suffer frequently from 
naturally acquired dysentery, and already two 
species of entamoebae have been described as 
parasitic in them. Greig and Wells* have shown 
that in India natural amoebic infection is very 
common in monkeys, every one of fifty-three ani- 
mals with which they desired to experiment show- 
ing entamoebae in their faeces which resembled 
those found in man. The organisms only appeared 

at irregular intervals, so that repeated examina 
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tions of the stools were required in order to 
demonstrate them; some of the monkeys de- 
veloped symptoms of dysentery while under ob- 
servation, while others remained apparently 
healthy. I cannot state the percentage of mon- 
keys infected with entamoebae in the Philippines, 
where Musgrave and Clegg’s work was done, but 
I personally observed three naturally acquired 
amoebic infections in these animals in Manila, 
and I have no doubt that careful examinations, 
covering a sufficient period of time, would show 
that a considerable percentage of these animals 
are infected. It therefore follows that unless re- 
peated examinations, covering several weeks, are 
made of the stools of monkeys no dependence can 
be placed upon the apparent results of experi- 
ments with amoebae or entamoeb2e. 

However, it may be stated positively that the 
morphology and life-cycle of the cultivated 
amoebae differ so radically from that of the para- 
sitic amoebae that it is difficult to understand how 
anyone possessing accurate knowledge of this 
elass of organisms could mistake the cultural 
species for those parasitic in either man or the 
lower animals. 

_ Conclusion.—In this brief summary of our knowl- 
edge regarding the parasitic amoebae it has been 
impossible to touch upon any but the most im- 
portant facts that have been ascertained trom 
the study of these interesting organisms, but it 
may serve to indicate how much we have learned 
within recent years and stimulate further re- 
search. We are still very ignorant regarding the 
exact method of the transmission of these para- 
sites from host to host, and we know nothing 
whatever about the relation the species found in 
the lower animals bear to those found in man, so 
that researches along these lines may result in 
valuable knowledge regarding the epidemiology of 
amoebic dysentery. The point of greatest prac- 
tical importance to the physician is the demon- 
stration of harmless entamoebae in so large a 
proportion of healthy persons, and those suffering 


from diseases other than dysentery, and the vital 


necessity of differentiating between this species 
and that causing disease, before making a diag- 
nosis of amoebic dysentery in patients who do 
not present typical clinical symptoms of the dis- 
ease. I would therefore urge the greater use of 
the microscope in the diagnosis of diseases of the 
intestinal tract, especially in’ regions where 
amoebic dysentery and other parasitic infections 
of the intestines are endemic, believing that this 


one measure will be of more service in arriving 


at a correct diagnosis than any other at our com- 


_ Mand. The patients showing cysts of Entamoeba 


CRAIG: THE PARASITIC AMOEBAE. 377 


histolytica are the only ones that are dangerous, 
as it has been proven that only the cysts are in- 
fective, the vegetative forms being inocuous to 
experimental animals. 
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DIAGNOSIS AND TREATMENT OF AMEBIC 
DYSENTERY.* 


By E. M. Mason, M.D., 
Birmingham, Ala. 
When Osler, in 1890, reported the first case of 
amebic dysentery for America but little interest 
and no enthusiasm was aroused. The infection 
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had occurred in Panama and no one supposed 
that amebiasis would ever prove of importance 
in the temperate zones. Time has changed this 
view, case reports having come from as far north 
as Canada, and from nearly every State in the 
Union. Indeed, so widespread is the infection 
that some recent writers express the opinion that 
amebiasis is second in importance only to hook- 
worm disease. This extreme view I am not pre- 
pared to accept, but it is undoubtedly true that 
the disease is widely disseminated throughout the 
country; to a much greater extent, in fact, than 
is generally supposed to be the case. Of great 
interest, also, is the fact that in many localities 
the non-pathogenic entameba coli abounds and 
must be recognizéd in order to avoid the grave 
error in diagnosis and prognosis that would fol- 
low were it mistaken for a pathogenic species. 

Diagnosis——When in a patient suffering from_ 
chronic diarrhoea or diarrhoea alternating with, 
periods of constipation, we are led to suspect 
amebic infection; two questions present them- 
selves for consideration. First, are amebae pres- 
ent? Second, if so, to what species do they be- 
long? The answer to these questions lies in that 
bete noir of many clinicians, thorough examination 
of the feces. 

Here the distant laboratory can be of no as- 
sistance to us. Rarely, and in warm weather, 
one finds motile amebae in a stool two or three 
hours old, but all motility ceases at a temperature 
but little below that of the body, hence our exam- 
inations must be made on a freshly passed stool 
which has not been allowed to become cold. 

However sure experts may be of their ability . 
to diagnose amebae in the encysted stage, it is not 
safe for the average clinician or laboratory worker 
to call any body ameba, however typical he may 
think it to be, unless he actually sees it in char- 
acteristic ameboid activity. It is an excellent 
plan to give a saline cathartic before collecting 
the specimen for examination, in order that the 
intestines may be well flushed out and the amebae 
washed away from the floors of the ulcers. One 
then collects the semi-fluid stools preceding the 
more liquid actions. Much depends on the portion 
of the stool selected for examination under the 
microscope. If mucus, which is frequently blood- 
tinged, be present, a bit of-it is taken; otherwise, 
the more liquid part rather than the solid material 
should be chosen. If the weather be coo] the slide 
should be quickly prepared and should be kept 
warm during the examination. 

More often than not flagellates—cercomonads 
and trichomonads—are found in symbiosis with 
amebae, hence the presence of these actively 


motile little bodies will often arrest our attention 
when first focussing on the preparation. Further 
examination may reveal the presence of motile 
amebae which we can then proceed to study for 
classification. Negative findings are by no means - 
conclusive, however. Many times I have failed 
to find amebae on feces examination, only to dis- 
cover them in great abundance when the rectal 
tube was brought into service. Only recently 
a patient was seen whose stools had been re- 
peatedly examined by several men with negative 
results. On introducing the rectal tube, a bit of 
mucus was obtained which was teeming with 
amebae. In fact, feces examinations are so often 
negative and rectal tube examinations so uni- 
formly satisfactory that in our work the latter 
method has almost entirely replaced the former: 
The tube may be passed in the office, if necessary, 
and one seldom fails to find a mass of amebae- 
laden mucus either in the tube contents, or 
scraped off by and adherent to one of the windows 
in the side of the tube. If the tube and contents. 
must be transported from the home to the labora- . 
tory for examination, the necessary temperature 
may be maintained by placing the tube and con- 
tents in a warm vacuum bottle, or in a jar which 
is kept warm by being immersed in a larger jar 
filled with warm water. 

Something like a dozen species of amebae have 
been described as parasitic in the intestines of 
man. No doubt several of these are the same 
species under different names. According to 
present knowledge, only three of them are of im- 
portance to us in this country. These are: 
Entameba coli, entameba histolytica and entameba | 
tetragena. The last named species is rare out- 
side of the tropics, but one should be on the look- * 
out for it. Entameba histolytica is the common 
pathogenic ameba, while entameba coli is a harm- 
less commensal which is of importance only be- 
cause it may be mistaken for the pathogenic 
species. Throughout the tropics the entameba 
coli seems to be a normal inhabitant of the intes- 
tinal tract in a large proportion of the inhabitants. 
Craig found it in the feces of 71 per cent of 107 
healthy soldiers in the Philippines, his results 
being confirmed by Vedder, who found it in 75 
per cent of fifty healthy Filipino scouts whose 
feces he examined. Stiles, Craig and some other 
authorities hold that entameba coli is almost 
equally prevalent in this country, a belief which 
I cannot accept for Maryland and Alabama, the 
States in which my work has been done. Dock 
in Michigan and Simon in Louisiana were also 
unable to find entameba coli in more than a small 
per cent of the stools examined from normal per- 
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sons. However, there are numerous localities must be had to the staining reactions and methods 


where infection with entameba coli does occur, 
either alone or associated with the pathogenic 
species, hence we must be on the alert to dif- 
ferentiate it from the other types. 


For detailed descriptions of these parasites, 
reference may be had to the original communica- 
tion of Schaudinn as regards entameba histolytica 
and entameba coli, or to the excellent monograph 
of Craig, where all the types are described. I 
shall only enumerate the chief differential points 
here. 

Entameba coli averages from two to three times 
the size of a red blood corpuscle. The distinc- 
tion between ectoplasm and endoplasm is never 
marked and often is made out with great difficulty. 
The nucleus is prominent, centrally located and 
has a definite nuclear membrane. Vacuoles are 
rare and poorly defined. 

Pseudopodia are short and blunt, and the move- 
ments of the parasite are usually quite sluggish. 
Contained bodies, including red blood cells, are 
infrequent. 

Entameba histolytica averages somewhat larger 
than entameba coli, being from three to six times 
the diameter of the red blood cell. The ectoplasm 
is strikingly differentiated. from the endoplasm, 
the sharply outlined, clear, glassy ectoplasm being 
one of the chief earmarks of this organism. Craig 
speaks of a peculiar greenish color, due to pig- 
ment from the contained blood cells, as character. 
istic of this parasite. Entameba histolytica sél- 
dom shows a nucleus; when one is present it 1s 
poorly defined and excentrically placed. One or 
more well-marked vacuoles are to be seen in the 
ameba of average size. Significant also is the fact 
that in this species red blood cells are frequently 
contained in the body of the parasite, often a 
dozen or more being seen in one ameba. Pseudo- 
podia are more finger-like than in entameba coli 
and are always formed by the clear ectoplasm, 
the endoplasm flowing in after the pseudopod is 
well formed. In fresh specimens motility is very 
active. 

Entameba tetragena is not thought to be a com- 
mon parasite in this country, but a number of 
cases have been reported. In size it shows no 
distinction from the forms already described. 
Ectoplasm and endoplasm are clear and distinct, 
while a large, well-defined nucleus is constantly 
present. Vacuoles may or may not be present. 
Motility is active, the pseudopodia being formed 
primarily by the clear ectoplasm. 

Ordinarily anyone who has had a fair amount 
of experience in amebic work can readily classify 
the organisms found. In doubtful cases recourse 


of reproduction of the parasites. This entails a. 
considerable amount of time and work, but for- 
tunately one seldom has to proceed so far for 
diagnosis alone. 

The staining reactions are not specific, but 
when properly stained with Hasting’s or Wright’s 
stain, entameba coli shows the deeper stain in 
the endoplasm, entameba histolytica in the ecto- 
plasm, while entameba tetragena is said to take 
the stain practically uniformly throughout. 

For study of the reproductive process one must 
have a warm stage, or, better still, a warm box 
for the microscope, and follow the development 
of the parasite through many hours. 

Aside from the process of simple division, which 
is common to all, each species has a definite and 
characteristic method of reproduction by schizog- 
ony by means of which the parasite reproduces 
under unfavorable conditions. 

Entameba coli undergoes encystment and forms 
eight daughter amebae within the cyst, entameba 
histolytica by the formation of spores which are 
extruded by budding from the periphery of the 
parent organism, while entameba tetragena repro- 
duces like entameba coli by the formation of 
daughter amebae within a cyst, but with the dif- 
ference that only four daughter amebae are 
formed. 

Treatment.—Amebic infection occurs some- 
times through infected water; fruits and green 
vegetables are often at fault and contact infec- 
tion, either direct or indirect, very likely plays 
an important part in the dissemination of the 
disease. Proper control of these avenues of in- 


“fection would mean the eradication of the dis- 


ease. 

For the individual patient, rest in bed for at 
least two weeks is essential to the first step in 
treatment. The diet should be confined to liquids 
at first, with the gradual addition of light solids 
as the patient improves. Should the patient apply 
for treatment during the stage of acute diarrhoea, 
it is preferable not to institute specific treatment 
until the urgent symptoms have been controlled 
by means of rest in bed, proper diet, simple 
colonic lavage and, perhaps, the use of opium 
and bismuth. Should there be constipation, saline 
cathartics should be used freely until the bowel 
is thoroughly cleansed. 

Until quite recently colonic irrigation with 
germicidal solutions was the mainstay in specific 
treatment, nearly all of the well-known antiseptics 
having been used at one time or another, quinine, 


silver nitrate and mercuric chloride being the 


favorites. Of these, quinine was most commonly 
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employed. Starting with a solution of 1 to 1,500, 
the strength was gradually increased until a 2 
to 3 litre irrigation of 1 to 500 strength was used 
twice daily, the patient changing from knee-chest 
to right lateral position and retaining the solution 
for fifteen to twenty minutes. Under this plan 
of treatment some undoubted cures resulted, but 
a number of objections arose. Not all patients 
can retain a two-quart enema for fifteen minutes. 
The physician must himself, in the majority of 
instances, give the enema, since proper introduc- 
tion cf the rectal tube cannot be left to the 


ordinary hospital orderly. Cinchonism rapidly 


supervenes in many patients and in others the 
inflamed condition of the bowel makes a continua- 
tion of the treatment impossible. Finally, the 
treatment is tedious and not always successful, 
for when deep-seated, undermined ulcers are pres- 
ent the fluid does not reach the amebae at the 
bottom of the ulcers. Some writers have even 
asserted that the beneficial effects of this p!an of 
treatment were due to the systematic colonic 
lavage rather than to the quinine. Be that as 
it may, it is certainly: true that irrigation with 
cold water or plain salt solution has resulted in 
marked improvement in many instances. 

Of all the remedies proposed, ipecac has, in my 
experience, given the most prompt and satisfac- 
tory results. Its action seems to be truly specific, 
and it is not uncommon to note the entire disap- 
pearance of amebae from the stools after only one 
dose of the drug. The nausea and vomiting that 
follow the improper administration of ipecac have 
caused it to be looked upon with disfavor by 
many physicians, yet these untoward effects -may 
be easily averted by proper preparation of the 
patient and of the drug. 

Before beginning ipecac treatment the patient 
should be placed cn a liquid diet and the bowels 
should be thoroughly flushed by means of a saline 
cathartic. For three hours before giving the drug 
the patient should receive no nourishment. The 
ipecac should be of proved potency and should 
be administered in the form of freshly prepared 
salol-coated pills or capsules. Much of the trou- 
ble that has arisen from the use of ipecac has 
been due to the use of improperly coated pills, 
or pills that were so old and hard that they 
passed through the intestines without being dis- 
solved. For some time it has been my custom to 
use the powdered drug in the form of salol-coated 
five-grain capsules instead of pills, each lot of 
capsules being freshly prepared by a competent 
Pharmacist at the time when needed. The ob- 
ject of the saiol coatiog being merely to protect 
the capsule during its passage through the 


stomach, the salol covering should only be of 
sufficient thickness to serve this purpose. The 
amount of salol used is perfectly harmless. The 
proper dose may be given at intervals during the 
day, or, preferably, in one large dose at bedtime. 
The usual custom is to give on an empty stomach 
at bedtime from sixty to eighty grains of ipecac 
with as small a quantity of water as possible,,the 
patient being directed to lie on the right side for 
an hour after swallowing the capsules. In nerv- 
ous or apprehensive patients it may be desirable 
to give a small dose of opium. Given in this way, 
ipecac but rarely causes nausea or discomfort, 
the patient passing a comfortable night. The 
same dose is repeated nightly for three or four 
nights, then, if the stools be free of amebae, the 
nightly dose is decreased gradually until ten 
grains only are given. This dose is continued 
tor fron. one to two weeks. At the end of this 
time silver nitrate irrigations may be used if 
rectal ulceration is pronounced. . 

Under this plan of treatment patients are fre- 
quently enabled to return to work at the end of 
two or three weeks, but they should be cautioned 
to be on the lookout for a return of symptoms, 
since the well-known tendency to recurrence may 
inake a second course of treatment necessary. 

Another virtue claimed for ipecac is that it 
lessens the likelihood of liver infection, with the 
formation of abscess, which occurs in something 
like 20 per cent of untreated or imperfectly 
treated patients. Since using the ipecac treat- 
ment I have never seen a case of amebic abscess 
of the liver. 

In conclusion, a word may be said with refer- 
ence to the surgical treatment of amebiasis by 
means of appendicostomy and irrigation through 
the caecum. I do not feel that operative treat- 
ment is justifiable in the ordinary case, though 
there may be a field for it in the occasional - 
chronic and intractable case that fails to respond 
to the usual form of treatment. In the two cases 
in which I have seen surgical intervention resorted 
to the results were far from satisfactory. Should 
an operation be done, the caecum rather than the 
appendix should be opened. 

Summary and Conclusions.—Amebic dysentery 
is not confined to the tropics, but may be encoun- 
tered in any part of the United States and even 
in Canada. 

Outside of the tropics infection with entameba 
coli is probably not so common as has been sup- 
posed. The rectal tube is an indispensable ad- 
junct to technique in diagnosis, and the finding 
of definitely motile amebae is the first step in 
diagnosis. Careful study of the fresh: specimen 
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will enable one to differentiate the amebae in 
practically every case. Proper classification of 
the parasites found must always be made, other- 
wise the diagnosis of amebic dysentery may be 
erroneously based on the presence of harmless 
entameba coli. 

The ipecac treatment of amebic dysentery is 
practically specific. 


DISCUSSION. 

Dr. Sidney K. Simon, New Orleans—I think we 

are to be congratulated on having been able to 
listen to such instructive and comprehensive pa- 
pers on this subject. Dr. Craig’s work in this 
field has been that of a master mind, so to speak, 
and to those of you who have ‘not yet read his 
work on the parasitic amebae of man, I would 
advise you to do so, provided you are sufficiently 
interested in the subject, and I think all South- 
ern physicians should be sufficiently interested in 
this subject to read that work, which, to me, reads 
almost like a novel. 
+ The point Dr. Craig brought up in regard to 
the mode of transmission by the roach or the 
mouse is certainly a new point and a very inter- 
esting one. I had always believed in a sort of 
theoretical way, without practical demonstration, 
that the banana was largely accountable for the 
distribution of amebic infection in this country. 
As you know, the bananas are imported from the 
Central American countries in large numbers, 
shipped through the Southern ports of the United 
States, and shipped to all sections of this country 
in cars without, in many instances, having touched 
the hands of any of the American dock laborers, 
and so forth. Since we know that the amebae 
grow rapidly or readily on the over-ripe banana, 
it struck me as a possible means of transmission 
from the South American countries that the 
banana might be a source of infection. I was par- 
ticularly struck by that the summer before last, 
when in Rochester, Minn., when I learned that 
they had discovered forty cases of amebic dysen- 
tery originating in that city. Minnesota has one 
of the most frigid climates in the United States 
in winter. It is certainly not a sub-tropical cli- 
mate, and still the doctor who gave me the in 
formation was able to prove conclusively that 
these forty cases had never been out of the North- 
west, and in many instances not: out of Rochester, 
Minn., showing the widespread distribution of this 
infection not only in this country, but in all north- 
ern climates, and how little justice there is in 
claiming that amebic dysentery is distinctly a trop- 
ical disease. 

The fact that amebae can be transmitted by 
roaches and mice is very interesting, and I shall 
keep it in mind. The differentiation between the 
different forms of amebae is a very serious problem 
to the general practitioner. We have had some 
difficulty among our students at home in teaching 
them to find amebae, in teaching them to look for 
amebae and find them. Now we have, according 
to our present knowledge, not only to instruct the 
practitioner of medicine to examine the stools. 
which is a somewhat difficult thing to do, because 


somehow or Other the examination of the stools 
is considered beneath the dignity of the majority 
of doctors, and they do not seem to realize the 
very great importance of examination of the 
stools, especially in the South, but now we have 
to teach them not only to examine the stools, 
but that not every ameba they find in the stools 
is a pathogenic ameba; that some of the amebae 
they see do not cause disease. What Dr. Craig 
has said is true, that it is not such a very easy 
matter, even for the experienced always to dif- 
ferentiate entameba coli from the ameba histolyt- 
ica or tetragena. I believe for the average practi- 
tioner, who has not a great deal of time to delve 


‘into these matters of differentiation, the various 


staining methods, such as Dr. Craig has worked 
out so beautifully, a very good practical point for 
him to remember is this: If you find an ameba 
in the stool which moves and which contains red 
blood vessels or cells, you are perfectly safe in 
saying this is a harmful ameba, and not the harm- 
less variety, and you will not go astray if you 
consider that case of movable ameba containing 
red cells as true ameba histolytica, and that, there- 
fore, it is a case for treatment. 

As to the distribution of the entameba coli, I 
have been interested in it for several years, and 
I am prepared to say, although not ready to formu- 
late statistics at the present time, that the en- 
tameba coli is not the common variety of species 
in Louisiana, and in the neighboring Southern 
States it has not been found common in the stools 
of individuals I have examined. Just a point in 
connection with that to show it does occur, I re- 
cently had occasion to see a case of dysentery 
which presented the clinical picture of amebic 
dysentery, but in whose stools I could never find 
anything but the entameba coli. Try as hard as I 
could with large doses of ‘salines, there would 
alwe~s be the entameba coli. This case turned 
out to be one of chronic Flexner-Harris infection, 
demonstrated by finding the aglutination reaction 
in the blood and isolating the Flexner-Harris bacil- 
lus in the stools. This case would not respond 
to the: ipecac treatment. 

Dr. Mason's points were practical, and for one 
having been an advocate of the ipecac treatment 
for many years, I am always glad to hear of a 
new convert. His point in regard to repeated 
examinations of the stools is important. You can- 
not hope to make a diagnosis of amebic dysentery 
always with one examination of the stools. My 
method is to make, on my first visit to the patient, 
an examination, passing a rectal tube with several 
windows cut into it, with snares to catch the 
mucus. I pass the tube about one foot, pull it 
out with a sudden jerk, and pull out the window 
portion of mucus-containing blood. If I do not 
find amebae readily, I will, in addition to that, 
pass the proctoscope and try to pick off from the 
ulceration in the rectum pieces of mucus-contain- 
ing blood. If that is not successful, I give the 
patient salines to wash down these amebae which 
may be present in the cecum or ascending or 


transverse colon, as well as in the rectum. But as , 


I have the conviction that the clinical picture is 
one of amebic dysentery, it may take four or five 
days to be absolutely certain, because there is: 
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only one way of diagnosing amebic dysentery, 
and that is by finding amebae in the stools. There 
is no other possible way. The clinical history is 
not sufficiently characteristic to make the diag- 
nosis. 

In regard to the ipecac treatment, I have a few 


words to say. The ipecac treatment was gone 
over so carefully by Dr. Mason that I only want 
to bring up one or two points. The mode of ad- 
ministration is the main thing. Again, I have 
found, by personal conversation and in the litera- 
ture, that there are those who have failed with 
the ipecac treatment because they have not fol- 
lowed the detailed methods of administering it. 
You cannot hope to succeed in treating amebic 
dysentery with ipecac if you allow a patient to 
walk around. The patient must go to bed for two 
weeks. There should be nothing short of that, no 
compromise. The diet during the first week is 
absolutely liquid, and the bowel is first washed 
out with saline cathartics before administering the 
ipecac. The idea in my mind is this: In order 
for the ipecac to reach the amebae, the bowel 
must be fairly clear of all solid material, so that 
it can spread and get into the crevices in every 
possible way. The dosage is an immaterial mat- 
ter. I have never seen anybody harmed by ipe- 
cac. and I have given 100 grains in one dose and 
figured the salol contents of the pill as high as 
fifty grains in one dose. I have examined the 
urine to find traces of salicylic acid poisoning. 
Nobody in my experience has ever been harmed in 
the slightest by the use of ipecac or by the salol. 
Dr. John T. Halsey, New Orleans—The question 
of the diagnosis and treatment of aimebiasis is so 
important that it justifies me in taking a moment 
or two of your time. I also am a convert to 
ipecac, although one, of the older ones. I was 
taught in my early practice that quinine irriga- 
tions and various other irrigations were useful in 
the treatment of this disease, but they failed over 
and over again, and I had the conviction that 
amebic dvsentery was often an incurable disease. 
I saw patients get well, but I saw a number of 
them who had apparently gotten well in whom the 
disease recurred, so that I heard of them later as 
suffering from the old trouble and dying from it. 
I think there is a possibility, when we are dis- 
cussing a disease like this, that the impression is 
conveyed that the ipecac treatment of dysentery 
is certain to cure every case of amebiasis that is 
treated with it and treated correctly. I must con- 
fess that although I have endeavored to follow 
out this treatment absolutely and in every detail 
as it has been worked out by Simon and others, 
I find it is not always successful. There is one 
great difficulty one meets with, and that is, we 
cannot always get properly prepared salol-coated 
pills, and we probably very seldom can get the 
salol-coated capsules. with a coating just thin 
enough and not too thick. I have also repeatedly 
seen the pills pass through the intestine undis- 
solved. These have probably often been badly 
Coated pills, but especially in the cases of long 
standing those poor individuals who come to one 
after years and months of dysentery, and who are 
practically living skeletons, there are, it seems to 
me, physiological or pathological reasons why 
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salol-coated pills pass through the bowel intact. 
The secretions, particularly the alkaline secretions 
of the intestine, the pancreas and liver, are very 
markedly diminished in cases of extreme emacia- 
tion, and I am convinced that has a bearing on 
the passage in the undissolved state through the 
bowel of the salol-coated pills. Understand, I am 
not knocking these pills, as they are the most 
practical way of giving ipecac,.and are all right 
if they are broken up in the intestines, but we 
will meet with some cases in which they will not 
be dissolved, and we ought to have an alterna- 
tive’ method of administration, and this we have 
in the old method that goes back, how many cen- 
turies I do not know, of giving a patient who 
has been on a liquid diet ten or fifteen minims of 
the tincture of opium, and half an hour or an 
hour later, giving him twenty or thirty or forty 
or more grains of finely powdered ipecac in sus- 
pension. This method has its own great advan- 
tages, and I believe is the only way in which you 
can give ipecac efficiently in the particular cases 
whieh will not dissolve the salol. That is a point 
that ought to be brought out. It will stand you 
in good service. 

Another point is with reference to the possi- 
bility of surgical help in these cases. I am sure 
we will all meet cases which we are not able to 
cure by the ipecac or any other method of medi- 
cal treatment. Such cases should be treated sur- 
gically either by appendioostomy or even better by 
ileostomy or colostomy with artificial anus, which 
will keep from the inflamed, ulcerated bowel all 
irritating material, which will give it physiological 
rest, and at the same time and through the same 
opening permit of our applying medicinal solutions 
and astringents or ipecac decoctiors directly into 
the lower bowel. 

Dr. J. B. Wallace. Tampa, Fla.—As bearing on 
the importance of this subject, I would like to 
say something about the experience we had in 
Tampa a few months ago. I do not know how 
many cases of amebic dysentery we had down 
there; the diagnosis was made in the laboratory 
in thirty-five cases, but in addition to these, there 
were about fifty cases of abscess of the liver 
operated on at the local hospitals during the first 
four or five months of the year. The consensus 
of opinion was that the epidemic was due to in- 
fection from uncooked vegetables, lettuce particu- 
larly. It is possible that sporadic cases of amebic 
dysentery occurring in localities temote from the 
tropics may be due to the use of uncooked, in- 
fected vegetables coming from regions where it is 
prevalent. We have been thoroughly converted 
to the use of ipecac in these cases. “In referring 
to the use of ipecac, Dr. Mason spoke of the time 
when it should be given; we first used it in a 
case where the patient was desperately ill, and 
after we had unsuccessfully tried practically every- 
thing else; after a few doses the patient began to 
recover. The majority of our cases were rather 
mild types of dysentery; in practically all the 
cases of abscess of the liver no diagnosis of 
amebic dysentery had been made. The history 
usually given was of a mild type of dysentery _ 
that had not been treated. 

Dr. John L. Jelks, Memphis, Tenn.—If I loved a 
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fair little lady so well as some of my friends love 
ipecac, I would lean over and kiss her hand. 
That would be homage enough. I have seen two 


cases of amebic dysentery that originated in Den- 
ver, Col. Amebic dysentery had appeared spo- 
radically, I am informed by the post surgeons in 
Yellowstone Park, while I was there. Lettuce and 
other raw vegetables, together with the indiscrimi- 
nate use of them when the soil on which they 
are grown is fertilized with human excreta, is one 
of the prolific sources of amebic dysentery. Why 
should railroads be allowed to scatter amebae 
along their lines with utter disregard of State 
rights and with utter disregard of the protection 
of our people? We know that there is the indis- 
criminate interstate distribution of hookworms 
and amebae from one end of a railroad to another. 
This effete material should be controlled the same 
as any Other dangerous products, and not scat- 
tered over the railroads for flies to carry amebae 
from there to the lettuce plants where they are 
likely to roost during a hot day. Human excreta 
distributed over vegetables and upon seeds is an- 
other dangeious thing that this Government 
should stop. Do not bring the excreta to your 
office; take your microscope to the patient. You 
Mav go into the rectum and scrape the mucosa, 
and if you find ulcers, there is where you are apt 
to find amebae. I have examined the excreta of 
human beings for ameba hystolitica. and not being 
able to find it after repeated examinations, later 
I have found it. When you find amebae with the 
presence of pseudopodia. do not stop, but treat 
the case for amebic dysentery. It is unnecessary 
to have the symptom dysentery for amebiasis. I 
have operated on an enormous liver abscess in 
which there was absolutely no history of dysen- 
tery. Salol will .do good, and I believe it will do 
more good then ipecac. and yet I know that these 
gentlemen are just as honest as I am, and I know 
that I am honest. and I am going to prove it to 
them. I have tried the use of ipecac by the 
mouth: I have tried inecac through salol--oated 
pills. and have nut it throuzgh the apvendicostomy 
openings in large quantities. I have had doctors 
testifv as to this and patients testify to it. 
For instance, when I as®ed a doctor, “Have vou 
taken ipecac treatments?” he renlied, “Oh. I have 
taken a neck of that.” Why d‘d he not get well? 
He had lost 100 pounds in weight. I did not per- 
form a dangerous operation. You have got no 
right to lose a patient by ceco-annendicostomv. 
Out of three ratients overated upon. one sat un 
the first day after the oneration: another the sec- 
ond day. and the third sat uv in about the third 
day. Is it a dangerous operation? No. The per- 
formance of appendico-cecostomy is preferable to 
anv other procedure. and not appendicostomv. 
which is not suitable for these cases. By the use of 
formo-boric solution you can control the dysentery 
without any great danger and without any trouble. 
You can control the diarrhea. You may give ine- 
cac if you want to; but, gentlemen, treat the dis- 
ease locally. It is a local infection of the colon, 
the upper rectum and the sigmoid. But you can 
treat the disease locally by nitrate of silver apoli- 
cations to the diseased area below and by formo- 
boric irrigations. That is my treatment. 


Dr. Stevens T. Harris, Highlands, N. C.—I have 
keen very much interested in what has been said 
in reference to this subject. I have had consid- 
erable experience with this disease: It was my 
good fortune to be connected with the First Re- 
serve Hospital in Mani'a for a while, where we 


had any amount of amebic dysentery. We used 


all manner of treatments there, and, of course, 
as the routine treatment we resorted to ipecac. 
I cannct say that we found it anything like a spe- 
cific for the disease. I would like to say in re- 
gard to what Dr. Wallace said in reference to giv- 
ing opium as a preliminary procedure, giving the 
ipecac in a bolus or in suspension is good treat- 
ment. 

There is one treatment that has not been men- 
tioned here today which, to my mind, is the sum- 
mum bonum of treatment of amebic dysentery, 
and that is irrigations by peroxide of hydrogen. 
I have never yet seen a case that did not respond 
to this treatment 

There is one other treatment that is to be re- 
membered, and which has a salutary effect, and 
that is-the use of urotropin In addition to this 
treatment, it is very esséntial that the patient 
should receive rest in bed. In fact, it is as im- 
portant as any other part of the treatment. 

Dr. J. B. E'liott, New Orleans—If we uvderstand 


troroughly the pathology of amebic dysentery, 


cannot see how we can use enemas or rectal in- 
jections to cure a case of amebic dysentery. 
When we realize that the amebae are buried in 
,the mucosa and sub-mucosa, and even down into 
the muscle layer of the bowel, how can we ever 
believe that we can drive quinine or anything else 
up into that bowel, to have it hunt out, search for 
and kill the amebae? We must act through the 
blood. We must bring the opsonins, the anti- 
hodies to bear. We must increase the serum and 
therewith the antibodies through the whole course 
of the large bowel. The opsonins are the cause 
of the death of the amebae. They prepare the 
amebae for ingestion by the phagocytes. How ir- 
rigations can hunt out amebae and strangle them, 
IT cannot understand. 

I am a thorough convert to the use of inecac. 
A patient who came to the Charity Hospital last 
week for hemorrhoids had a typical case of ame- 
bic dysentery. The next patient came in with a 
diagnosis of tuberculosis of the bowel, a very rare 
disease in our op‘nion. Tubercular enteritis is a 
rare thing unless the lung is very much involved. 
‘The second case gave a history of loose bowels ex- 
tending over a period of eighteen months, with 
intervals of freedom from looseness of the bowe'!s. 
These were cases of amebic dysentery. In the 
last four weeks I have seen seven cases of amebic 
dysentery, all of which came in either with a 
diagnosis of tuberculosis of the bowels or hemor- 
rhoids. We found the amebae in the stools. We 
followed this plan: We had the patients walk 
over to the laboratories, where the students can 
examine the stools under the microscope, and we 
show them the amebae. When the diagnosis of 
amebic dysentery is made we follow with sixty 
grains of ipecac the first night, fifty the second 
night, and forty the third night. decreasing by ten 
grains each night; then ten grains of ipecac every 
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night for five days, and ipecac off and on again if 
they should have a recurrence. In some cases I 
have used coal oil and water by enema, half and 
half, and the results were fairly good when it was 
first used, but I have given that up and am stick- 
ing now to ipecac alone, plus rest and a careful 
diet. 

Dr. J. E. Paullin, Atlanta, Ga—I did not have 
the rleasure of hearing these papers on amebic 
dysentery, but I had quite an experience with 
the disease this summer, having seen an unusual 
number of cases. I treated the first series with 
the usual routine of ipecac administered very 
much after the manner Dr. Elliott has been giving 
it. I used also in quite a number of these cases, 
and_particularly in one man who had from twenty 
to thirty stools a day, and in- each stool there 
were any number of the entameba hystolitica, an 
injection of argyrol, one per cent of a two per 
cent solution, which is non-irritating, and the man 
retained it in his bowel over night. This was the 
most soothing thing as an irrigation which I could 
get for him. There was no other treatment re- 
sorted to for two or three days untii his stools 
came down to three’or four a day. I used in 
other cases equal parts of liquid albolene and coal 
oil. I found after these irrigations that the number 
of stools diminished and the amebae diminished 
temporarily. By accident, however, I happened to 
find out another drug which was used for another 
purpose, and which gave me a very surprising re- 
sult. I realize fully the statement I am making is 
not a conclusion, but a simple statement, and that 
it is drawn from entirely too few cases. But in 
one gentleman who had amebic dysentery, and 
who was having from eighteen to twenty stools a 
day, and who had that dysentery for two years. 
off and on. examination of the stools showed any 
number of entameba. He jhappened to have 
syphilis at the same time; he was given an injec- 
tion by another individual of salvarsan, and within 
two or three days he had a firm stool, the first 
solid stool he had had in several months Ex- 
amination of the stools after that did not show 
any entamebae. I do not know whether he is 
well yet or not. It may be simply a coincidence. T 
happened to have had one other case of amebic 
dysentery. the patient receiving an intravenous in- 
jection of neosalvarsan with the same results. 
This was only two weeks ago. The second patient 
did not have syphilis, but amebic dysentery. He 
received intravenous injections of neosalvarsan, 
and my attention was directed to the possibility 
in this case of the value of this drug, and I wou'd 
not say that these cases are well. However, I 
have not found entameba in the stools since the 
injection. My attention was directed to that 
agent by Dr. Ballinger, who happened to have 
given salvarsan to a man who had had dysentery 
for a considerable length of time, and at the 
same time he had syphilis. As to whether it is 
worth anything or not, I do not know. As I said, 
there have been no symptoms of dysentery nor 
entamekae in the stools since. I have found some 
patients who could not take ipecac, and in those 
recently I have given them the deodorized tinc- 
ture of opium beforehand or a hypodermic injec- 
tion of morphine The ipecac seems to upset them. 
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I have a'so used salol-coated pills in these cases 
who could not take ipecac. I have treated them 
in that way, then I have put the salol-coated pill 
in a capsule, and then put the capsule in a one 
per cent solution of formaldehyde and _ water. 
This hardens the gelatin of the capsule, and by 
drying it for a certain length of time it will not 
dissolve in the stomach. I have found some 
patients who would become nauseated and de- 
pressed from the use of ipecac. In these cases I 
have given the patients flower of sulphur. Of 
course, the flower of sulphur will produce in these 
patients a slight diarrhea. It has caused, at times, 
a temporary disappearance of amebae from the 
stools. As to whether that is worth very much 
or not, I do not know. The cases are very few. 

Dr. William Litterer, Nashville, Tenn.—With 
reference to the distribution of the entameba coli, 
I cannot subscribe to the statement that has been 
made, that it is not widespread. I am only . 
speaking from my investigations in the city of 
Nashville and State of Tennessee I find that it is 
quite prevalent there. We found the entameba 
coli in a number of cases, and we have found it in 
conditions other than regular amebic dysentery. 
By giving the patients a saline purge it will bring 
out occasionally the amebae. 

As to the differentiation in fresh specimens, I 
think it is quite difficult to tell the difference be- 
tween entameba coli and hystolitica and the tetra- 
gens, and this is especially true if you have not 
the phagocytosis or the red blood cell, a point 
made by Dr. Simon, and which I heartily endorse. 
I believe that is a safe rule to follow, that unless 
you have them it is difficult to tell the difference 
in the living culture without staining, and espe- 
cially in the encysted stage. We get specimens 
sent in by means of which it is easy to diagnose 
entameba coli. By letting the specimen stand for 
forty-eight hours you can see the nuclei, and that 
will tell you at once as to whether it is non- 
pathogen‘c or not. As Dr. Simon has pointed out, 
where you find these red blood cells going on, 
and you are treating some of the cases, you will 
have ameba hystolitica in which there will be no 
red blood cells engulfed. 

As to the treatment, I have been an advocate of 
the use of ipecac in these cases. It is certainly 
convincing. after you once give this medicine, to 
see the disappearance of the hystolitica. Often 
you cannot revive them if you have scraped the 
ulcers. They appear to be dead or paralyzed in 
seme way 

With Dr. Jelks, I believe the best means in mak- 
ing a diagnosis is by examining the scrapings 
from the ulcers. The rectal tube is the second 
best means of making a diagnosis, but the scrap- 
ings of the ulcers is the best, and even then some- 
times you may not be able to find the amebae. 

Dr. C. C. Bass, New Orleans.—I should like to 
point out a possible error in depending upon 
scrapings from the rectum and lower bowel for 
the diagnosis of amebic infection. We must fully 
realize that the pathologic lesions of this disease 
are located chiefly considerably above that point, 
and especially about the flexures and frequently 
at the cecum, 

With reference to examining the sigmoid with 
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the proctoscope, if we only go that far with our 
examination and treatment of the ulcers present, 
I am afraid it would not have a great deal to do 
with curing a case of amebic colitis. It may and 
probably is the best method of curing chronic 
ulcers or amebic ulcers, or any other kind of 
ulcers in the rectum and lower bowel, but when 
we consider the disease amebiasis, it is highly 
improbable that the treatment of a few ulcers in 
the rectum would have much to do with curing 
the disease, which usually extends to the cecum. 

Dr. John L. Jelks, Memphis.—I find the amebae 
in the appendix oftentimes. 

Dr. Bass—Yes, but you cannot reach the appen- 
dix or anywhere near that with the proctoscope. 
There is a great distance between the appendix 
and rectum that cannot be reached either by op- 
eraticn on the appendix or by the proctoscope. 

Dr. Charles F. Craig, Washington, D. C. (closing 
the discussion)—In Dr. Mason’s paper mention is 
made of the percentage of coli infections, and I 
stated that the percentage varies greatly in dif- 
ferent localities, and I have no doubt in some 
localities you will find practically no infection 
with coli, while in others you will find a large per- 
centage. While I was in San Francisco I exam- 
ined about 100 young men, soldiers, men from ali 
parts of the country, and found sixty per cent of 
them infected. 

Dr. Mason—Had these soldiers been examined 
before going to the Philippines? 

Dr. Craig—Yes; they were recruited from all 
parts of the United States and were examined be- 
fore they went to the Philippines, and sixty per 
cent of them showed coli infection. It looks, 
therefore, as though the coli infection was pretty 
widespread A point of great importance is the 
number of specimens examined. One ought to ex- 
amine eight or ten to be sure the organism is not 
there. If that number of specimens be examined 
in every case you will find, I believe, that from 
twenty to fifty per cent will show coli infections, 
if a large number of people be examined. You 
will find local epidemics where people are rein- 
fecting one another continually, and in, such 
places you would have a high percentage. 

I want to endorse the statements regarding the 
treatment of dysentery with ipecac. I had the 
good fortune to be stationed at San Francisco in 
the Army Genera] Hospital when we had hundreds 
of cases of amebic dysentery returned from the 
Philippines. We gave quinine injections, and 
argyrol injections, and I agree with Dr. Elliott in 
asking, how one can expect to cure amebic dysen- 
tery by washing the amebae from the wall of the 
intestine, when they are also embedded deep in 
the sub-mucosa and the capillaries of muscular 
tissue? 

Dr. Harris.—Did you try peroxide of hydrogen 
irrigations? 

Dr. Craig—Yes, and with only temporary benefit. 
If we remember, these organisms are too deep in 
the tissues, the ones that are doing a great deal 


of damage, for the irrigations to reach. While the 
irrigation treatment will do some good, and will 
get rid of a large number of amebae and prevent 
some ulceration, it will not affect the amebae sit- 


uated deeply in the tissues. The ipecac does that, 


but how it acts we do not know 

Dr. Elliott’s idea of the use of serum is a good 
one, but according to the recent work done by 
Rogers, ipecae is considered the specific against 
amebae. In other words, he is treating all dysen- 
tery cases by the intravenous injection of emetin,. 
one of the active principles of ipecac, and is get- 
ting marvelous results. He is treating these cases 
from within instead of from without. 

The relation of amebae to pellagra is one of 
coincidence. A large number of patients affected 
with pellagra will show amebae in the stools, and 
the amebae may aggravate the disease, but there 
is no direct etiological relationship, in my esti- 
mation. 

As regards the method of transmission of ame- 


bic infection, the idea put forward by Dr. Simon 
regarding bananas is one that deserves attention. 
The class of people who pack bananas and 
handle them are apt to infect bananas with 
fecal material. There are a lot of people in 
tropical countries who are not very careful 
about hygiene. The idea we uséd -to lave of 
water being a great source of amebic infec- 
tion is gradually being given up. I know when 
I was in Manila the water supply was badly in- 
fected, and we could cultivate amebae from the 
water, and a great deal of discussion arose as 
to whether, when we put in a new water supply 
there, we could get rid of the amebae by filtra- 
tion. They have a new water supply, but the 
amebae still come through. But these amebae are 
not pathogenic amebae, and Walker has pointed 
out that if you add feces to distilled water or 
common water and allow it to stand, the parasite 
amebae cannot live for any great length of time 
in water. The general opinion of Walker, in the 
Philippines, and of Darling, in Panama, is that 
amebic dysentery is transmitted only occasionally 
by water. It is generally transmitted by direct in- 
fection of food with feces, simply contact cases. 

With regard to the distribution of amebic dysen- 
tery, I agree with what has been said, that it is. 
not confined to the South. I have seen cases origi- 
nating in Illinois, Minnesota and Michigan, and 
they are being continualiy reported. Of course, 
we have more amebic dysentery in the South than 
in the North, but we have it all over the country. 

Dr. E. M. Mason, Birmingham (closing the dis-. 
cussion)—I have been much edified by the liberal 
discussion on the subject of amebiasis, The time 
is passing rapidly, and I shall not continue the 
discussion except to say to my friends who oppose 
the ipecac treatment, that I sympathize with them 
thoroughly, because I felt exactly that way my- 
self a year ago, and I believe that in time they,. 
too, will be saved. (Laughter.) 
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OLD UNUNITED FRACTURE OF ANATOMIC 
NECK OF FEMUR—WITH SUGGESTIONS 
FOR THE IMMEDIATE TREATMENT 
OF THIS FRACTURE. 


By Joun B. Murpuy, A.M., M.D., LL.D., 
Chicago, IIl. 


It is not our intention to devote much space to 
the treatment of recent fractures of the neck of 
the femur, because every practitioner feels that he 
has solved that problem for himself. There are 
cases, and by no means few in number, in which 
every effort to effect union has proved futile. No 
matter how long the treatment is persisted in union 
does not take place. It is not because the frag- 
ments are not in alignment, nor because immobitiza- 
tion is imperfect or not maintained for a sufficiently 
long period of time, that failure is the result. 

Urion cannot take place in some cases because 
the fragments are not contacting. Soft tissue, cap- 
sule and periosteal fragments are interposed between 
‘them, and it is a well-known clinical observation, 
‘one frequently made, that whenever any substance, 
tissué or foreign material is interposed between 
two bones or bone fragments union cannot take 
place. A second reason is the feeble osteogenetic 
power of the bone fragments at the line of fracture’ 
A third is the difficulty of perfect immobilization, 
“unless very definite and positive conditions are 
observed and acted on.” A fourth is that absorp- 
tion of the neck takes place from the diminished 
blood supply to the proximal end of the distal frag- 
Ment, a purely anatomic reason, full details of which 
were given in my address on the subject delivered 
before the Western Surgical Association a few 
years ago. A fifth cause is that the fragments are 
not in perfect alignment and firmly immobilized. 

In order that such union may occur accurate and 
firm contacting between living bone must be ob- 
tained and maintained, so that the osteogenetic ele- 
™ments may travel from one fragment to the other. 
This is the basis of success in the treatment of any 
and all fractures, and of the transplantation of bone 
as we have carried it out in our work. for a con- 
siderable number of years past. Unless such ap- 
proximation and contacting is secured failure will 


always be the result of all efforts to secure union. 


In the case of these old ununited fractures of the 
anatomic neck of the femur, the history of pain and 
discomfort, inability to walk without the aid of 
cane or crutches, superadduction or limitation of 
abduction usually dates back some little time. The 
Telationship of trauma to the condition is always 
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easily established. The diagnosis of fracture may 
or may not have been previously made. The patient 
often says that a fracture was sustained, but that 
it was “set” and the leg placed in a plaster-of-Paris 
cast. When-the cast was removed the deformity 
previously present had disappeared, but discomfort, 
limitation of motion and inability to use the leg 
were still present. 

Some of these patients can hear the crepitation. 
As time goes on the leg becomes shorter than its 


-fellow. In some cases the only symptom complained 


of is a weakness in the affected leg and limitation 
of abduction and absence of circumduction. The 
skiagram, if taken from only one angle, may not 
reveal a fracture, emphasizing the extreme impor- 
tance of always making skiagrams from more than 
one angle. The fragments may appear to be in ap- 
position and approximated, or widely separated, but 
in every case it will be found that tissue is inter- 
posed between the fragments. This tissue is usually 
the capsule of the joint. : 

When the fracture is sustained the capsule is 
suddenly stretched to its maximum, and it is torn. 
Normally, the capsule of the hip joint is redundant 
behind and below, and when it is torn the larger 
bone fragment, as it siides forward, drags the cap- 
sule in between the two bone fragments. It is held 
there, and absolutely prevents bony union. The 
osteogenetic elements cannot penetrate the inter- 
posed tissue, and therefore union does not take place, 
not even a fibrous unicn. 

It is in these ‘cases that 2n open operation is posi- 
tively indicated. No other turm of treatment can 
be effective. The interposing tissue must be re- 
moved, the fragments placed in apposstion, and con- 
tacting maintained until bony union has taken place. 
The osteogenetic elements must be given sufficient 
time to pass from one fragment to the other. 

We have not followed one single plan of procedure 
in exposing the fracture in these cases. The joint 
may be exposed by a longitudinal incision over the 
trochanter major, extending three inches above it 
and three inches below it, or by a U-shaped incision 
surrounding the trochanter. The anterior fibers of 
the giuteus medius muscle may have to be cut, and 
can be cut without endangering the subsequent func- 
tioning of the joint. If the trochanter must be re- 
moved, as is necessary in some cases in which much 
luxation has occurred, a Gigli saw is then passed 
beneath the muscles attached to the trochanter and 
the trochanter is divided. By adducting the leg and 
turning the foot outward the fractured end of the 
neck of the femur and the shaft are easily exposed. 
If the trochanter is not to be removed the incision 
should be a straight one on a line extending from 
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the anterior supevior iliac spine to the most prom- 
inent portion of the trochanter, the incision begin- 
ning about the middle of this line and extending 
down to and below the trochanter. We have called 
this the iliotrochanteric incision. In this case the 
fascia lata is divided, the fibers of the gluteus medius 
muscle are separated, not cut, giving one immediate 
access to the fracture of the neck of the femur. 

It will be noted that with this incision the fibers 
of the giuteus medius muscle are not divided, as is 
the case when the U-shaped incision is made. The 
muscle fibers do not need to be divided to give 
access to the fracture. They are merely separated 


Fic. 1—Front view of travois splint. The two longi- 
tudinal troughs in which the legs rest are three 
feet long. The two horizontal boards on which 
these troughs rest are thirty-three and twenty-five 
inches long respectively. The width of all of these 
boards is six inches. The slots are one-half inch 
wide, and of any length that may be desired. We 
usually have the lower one eighteen inches long 
and the upper one ten inches long. The side 
troughs are adjusted by means.of the screws which 
are attached to the bolts driven in the slots. Any 
carpenter can make this splint. The troughs are 
padded with cotton before the legs are placed in 
them. 


and retracted out of the field. The fracture is plainly 
in view. Any interposing tissue is removed with 
scalpel and scissors, the ends of the fragments are 
freshened with the chisel and then approximated. 
With two or more 8, 10 or 12-penny wire nails, 
driven through the neck into the head from the 
shaft side of the bone, apposition is maintained. 


The trochanter, if it has been removed, is then 
nailed back into position with one wire nail. 

The soft parts are sutured with chromicized catgut 
and the skin with horse hair. No drain. The wound 
is dusted with bismuth subiodid powder, sealed with 
collodion gauze, and a large five per cent pheno! 
gauze dressing is then applied. No cast. Both 
legs are then placed in a travois splint (Figs. 1 
and 2), worked out by Dr. Rainey, my former in- 
terne, so as to insure abduction of the affected leg. 
If only one leg is abducted the patient’s body, un- 
known to him, usually, however, intentionally to 
make him more comfortable, is drawn over to the 


Fic. 2—Rear view of travois splint, showing de- 

tails of the slots. : 
opposite side so that the well leg and not the oper- 
ated leg is in abduction. Therefore, we always 
abduct both legs. The patient is left in this posi- 
tion for from six weeks to three months, depending 
on his or her age. The stitches are removed in two 
or three weeks. After three months the patient is 
allowed to get up and begin to put some weight on 
the leg. We have had fifteen such cases in the 
past four years. Reports of a few of these cases 
will serve to illustrate some of the most important 
points which we wish to emphasize. 

Report oF CASES. 

Case I.—Mrs. C. V., aged 58. Admitted to Mercy 
Hospital, June 18, 1910. In 1905, while stepping 
backward from a slowly moving car, she landed on 
her right foot and fell to the ground, striking on 
her right hip. She was carried home and an osteo- 
path called, who told her that her hip was dislo- 
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cated, and proceeded to reduce it. No cast or 
dressing was applied. Massage was instituted and 
continued up to the present time. Five months after 
the injury she was able to get around with crutches, 
but walked with a decided limp. There was slight 
pain in the hip on motion and some stiffness in the 
knee. She could not cross the right leg over the 
left without manual assistance. No loss of sensa- 
tion. Pressure over the hip is stightly tender. There 
has always been an enlargement of the hip since 
the accident. _ 

Examination—Right leg, 331-3 inches; left leg, 
351-2 inches. Tip of right trochanter almost up to 
level of a line drawn at right angles to the body 
through the anterior superior spine of the ilium. 
Tip of left trochanter 21-2 inches below this line. 
Arc of rotation was greater in left than in right 
hip. In walking there is a drooping to the right 


Fic. 3—Case I. Fracture of the neck of the femur 
with upward displacement of the shaft and sepa- 
ration of fragments. 


side, despite a high heel. Skiagram showed failure 
of union in o!d fracture of neck of femur. 
Treatment—U-shaped incision, flap retracted up- 
. ward. Trochanter sawed off with Gigli saw. An- 
terior fibers of gluteus medius cut. Free exposure 
of fracture. We found a fracture of the anatomic 
neck of the femur, with a large mass of cicatricial 
tissue surrounding the head of the bone. There was 
no effort at bony union. The head was exposed, 
the fractured surfaces freshened down to the can- 
cellated bony tissue, and two nails were. driven 


from the exterral surface of the shaft through it 
and through the neck well into the head. Patient 
placed in recumbent position with both legs ab- 
ducted. (Figs. 3 and 4.) 

Result—Primary union of soft parts and firm, 
bony union. Furetion normal. 

Case IL—Mrs. C. P. S., aged 57. Admitted to 
Mercy Hospital, October 16, 1909. January 3, 1909, 
she fell on her left side and ciaims that her left leg 
was not underneath. Severe pain in the posterior 
and lower portion of the thigh above the knee was 
felt immediately. There was an ecchymotic spot 
the size of a half dollar on outer-side of thigh below 
the trochanter. No pain in or around hip. She 
got up and sat in a chair and soon afterward man- 
aged to walk to the bath room and take a hot bath, 
believing this would relieve the pain and help the 
bruise. A doctor was called and rotated the limb 


Fic. 4—Case I. Three months after operation, with 
nails still in place. 


and a!so flexed it. Six days later electrical treat- 
ment was applied to the hip, and the first shock 
caused her to evert the leg voluntarily, and she was 


unable to straighten it out again. She also had 
severe pain in the region of the hip joint. A second 
physician stated that she had an impacted fracture 
ofthe femur. He made a circular cast of a pillow 
which he fastened with pins, and the leg was kept 
in this position for nine weeks. From that time 


‘on the patient could flex the leg, move it inward 


and outward, but when she stood on it it felt as if 
she were walking on a cushion. 
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Exemination—Patient apparertly had good motion 
in the hip, but was unable to bear her weight on the 
leg. The skiagram showed that there was a con- 
siderable upward luxation of the shaft of the bone, 
which the shortening of the leg had led us to believe 
was present. The fragments were not approximated, 
so that we were convinced that some soft tissue 
was interposing, preventirg union from taking place. 

Treatment—A U-shaped flap was made over the 
greater trochanter, consisting of skin, fat and fascia. 
When this flap was raised the bone was in view. 
As shown in the skiagram, there was an upward 
displacement of the shaft of about an inch and a 


Fic. 5—Case II. Nine and one-half months after 
the injury. Fracture of the neck with -consider- 
able upward luxation of shaft of bone. Fragments 
not approximated. Head in acetabulum. 


half; the broken-off head of the bone was in the 
acetabulum, and a portion of the capsule was inter- 
posed between the fragments. The anterior fibers 
of the gluteus medius were cut and the trochanter 


‘was sawed off in the usual manner with a Gigli 


saw. The soft tissue was dissected out with scalpel 
and scissors, and the ends of the. fragments were 
freshened. The head of the bone was found to be 
living. Contact between the fragments was readily 
obtained and secured by means of two nails driven 
from the trochanteric surface through the neck into 


_ the head of the bone. The trochanter was nailed 


back in position with one wire nail. The deep tis- 
sues were closed with catgut stitches and the skin 
with horsehair. The muscle fibers that were cut 
were not sutured. The wound was dusted with 
bismuth subiodid, sealed with collodion gauze, and 


then a 5 per cent phenol gauze dressing was ap- 
plied. Both legs were placed in the travois splint, 
in extreme abduction. The subsequent course of 
the case was uneventful. The skin stitches were 
removed three weeks after the operation. Primary 
healing. The splint was taken off seven weeks after 
the operation. Motion in the hip joint was perfect. 
No apparent shortening of the leg. Unfortunately, 
this patient died four months after the operation 
f-om intercurrent affection, in mo way related to 
the trouble for which she came to the hospital. The 
hip at the time of death was in splendid condition. 
(Figs. 5 and 6.) 

Case III]—Miss F. McC., aged’ 35. Admitted to 


Fic. 6—Case II. Seven weeks after operation. Bony 
union. The nails are still in place. 


hospital, September 4, 1911. August 30, 1909, when 
walking down some stairs her left heel caught in 
the step and the patient fell forward and twisted 
around in a half circle, turning to the right side and 
landing on her left hip. Could not get up on ac- 
count of great pain. Says she felt paralyzed and 
hardly tried to get up, believing it was of no use. 
Was assisted to a cot and later to a cab (sitting up) 
and finally in bed. Could not move hip joint and_ 
could not bend or sit up. Pains were severe for 
two weeks—nothing done except bracing with pil- 
lows. After two weeks pains gradually became less 
severe and patient could sit ip and raise herself in 
bed. Was in bed two weeks more and finally up 
on crutches for four months during which time im- 
proved as to pain and mobility, and could bear her 
weight on leg on floor. Then began to walk with 
one crutch for six months, bearing more weight on 
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leg. For a year has walked with a cane. Has some 
pain in hip when wa:king much. 

Examination—Patient walked with a slight limp, 
and there was a shortening of the leg of about an 
inch. Mobility of the joint was fairly good. Skia- 
gram showed upward luxation of the shaft of the 
bone, and a wide separation of the fragments. 
(Fig. 7.) 

Treatment—The U-shaped incision was made to 
expose the joint. The anterior fibers of the gluteus 
medius were cut, and the tip of the trochanter was 
sawed off with the chain saw and retracted upward. 


Fic. 7—Case III. Fracture of anatomic neck with 
wide separation of fragments and upward disloca- 
tion of shaft of bone. Head in acetabulum. 


By adduction and external rotation of the leg the 
shaft end of the fragment was turned upward. It 
was completely covered by a portion of the capsule 
of the joint, which had effectively prevented bony 
union. The soft tissue was removed, the ends 
of the bone were freshened, placed in apposition and 
securely nailed with two wire nails, in the usual 
manner. The head of the bone was alive. The re- 
maining portion of the capsule was sutured around 
the fragments. /The gluteus medius muscle fibers 
were approximated and sutured with catgut. The 
trochanter was also nailed back in position with 
one nail. The wound+was closed with deep catgut 
and silkworm gut sutures, and the skin with horse 
hair. The tendon of the adductor longis was divided 
subcutaneously. The wound was dressed as usual 
with powder, collodion gauze and 5 per cent phenol 
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gauze. The legs were placed in the travois splint 
in extreme abduction. The stitches were removed 
about the eighteenth day. Primary healing. Patient 
was taken out of the splint at the end of the fifth 
week. The patient obtained splendid use of her leg. 


(Figs. 8, 9 and 10.) 


Case IV.—Mr. J. H., aged 61. Admitted to Mercy 
Hospital, October 14, 1911. October 13, 1908, while 
struggling with a companion he turned suddenly 
and injured his right hip. He was carried to his 
carriage and driven four miles to his home. Re- 
mained in bed four days, during which time he ~ 


Fic, 8—Case III six months after operation. Bony 
union between fragments. Position of bone nor- 
mal. Nails and phosphor bronze wire show plainly. 


could feel a grating sensation when his limb was 
moved. The doctor was called and applied liniment, 
and at the end of nine days the patient was taken 
to a hospital and fracture of the hip was diagnosed. 
Patient says the skiagram was negative. Was in _ 
the hospital four weeks during which time he wore 
a long splint extending from the axilla to the bot- 
tom of the foot. All this time he was allowed to 
walk about on crutches. Had constant paint ini hip. 
At the end of four weeks splint was removed and 
patient allowed to go home. Says he could still feel 
crepitation in his hip at the time he left the hospital. 
Has continued to use crutches and has been unable 
to put any weight on his limb. 
Examination—Patient can adduct and abduct the 
leg. Has the power of external and internal rota- 
tion, but cannot raise the leg when lying flat in bed. 
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The skiagram showed a fracture of the anatomic 
neck of the femur, with slight upward displacement 
of the shaft of the femur. The head was in the 
acetabulum. No attempt at union of the fractured 
neck of the femur. (Fig. 11.) 

Treatment—A U-shaped incision was made, the 
trochanter lying in the center of the U. The ante- 
rior fibers of the gluteus medius were cut. The 
trochanter was divided with a Gigli saw. By ad- 
ducting the leg and turning the foot outward the 
fragments were readily exposed. Fibrous tisstie was 
-interposed, thus effectually preventing bony union. 
This tissue was removed with scissors and scalpel 
and the ends of the fragments were freshened. The 


SOUTHERN MEDICAL JOURNAL. 


When he left the hospital he had good motion im 
the hip. 
Hospital, January 3, 1912, because of an ununited 
Case V.—Mr. E. B., aged 41. Admitted to Mercy 
fracture of the neck of the femur. February 16, 
1910, patient slipped and fell, striking his hip on 
the street car track. He was unable to rise and 
was carried home. The physician in charge made 
a diagnosis of dislocation of the hip, and the pa- 
tient was kept in bed for three weeks, during which 
time he experienced some pain in the right knee- 
and over the sacrum. He commenced walking on 
crutches at the end of four weeks and discarded’ 
them at the end of four months. Since then he has 


Fic. 9—Case III. Showing ability to elevate the leg 
voluntarily. 
Fic. ro—Case III. No shortening of leg, with abil- 


ity to bear full weight on it. 


head of the bone was ative. By adducting the leg 
and making inward rotation the two fragments were 
approximated and this position was secured by 
means of two wire nails driven from the shaft side 
of the bone through the neck and into the head. 
The trochanter was nailed back in position with a 
third nail. The wound was then closed with a few 
deep catgut sutures and the skin with horse hair. 
No drain. The usual dusting powder, collodion 
gauze and 5 per cent phenol gauze dressing was 
applied and the legs placed in a travois splint. The 
stitches were removed in three weeks. Primary 
healing. (Fig. 12.) a 

Result—This man made a very good recovery. 


Fic. 11—Case IV. Fracture of anatomic neck of 
femur with slight displacement of shaft. Head in: 
acetabulum and separation of fragments. 


walked with a cane. It does not pain him to walk, 
but there is a noticeable limp from a 21-4-inch 
shortening, and he is unable to flex the thigh on the 


abdomen when in a sitting position, or to cross the ’ 


injured leg on the other. 

Examination—This showed a 2 1-2-inch shortening 
of the leg with internal rotation and an apparent 
sliding upward whenever pressure was placed om 
the limb. Diagnosis was made of fracture of the 
neck of the femur, with non-union. (Fig. 13.) 

Treatment—The joint was exposed by a half-U- 
shaped incision of the soft parts and fascia. Chaim 
saw division of the trochanter. A portion of the 
capsule was found entering between the neck and 
the head, the latter being broken off on a level with 
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the margin of the acetabulum. The ends of the 
fragments were covered over with cartilage be- 
tween the segments of interposed capsule. The 
femur was avulsed and the fractured head was seen 
lodged in the acetabulum. The ends of both frag- 
ments were freshened with the chisel and then ap- 
proximated. Two nails were used to fix the head 
to the neck and one nail to place the trochanter back 
in position. The wound was closed in the usual 
way. (Fig. 14.) 

Result—Primary union followed. The leg had 
been dressed in the supreme abducted position, with 
the Rainey abductor splint. When this patient left 
the hospital the skiagram showed that there was a 


Fic. 12—Case IV. Six weeks after operation. The two 
long nails are driven through the shaft into the 
head fragment. The short nail holds the trochanter 
in place. Good position of shaft, with bony union 
between the fragments. 


firm attachment of the neck to the head. He could 
place his weight on the limb with but little pain. 
Early in April, 1912, another skiagram was made 
and showed that there was some absorption or rare- 
faction around the nails, so that it was deemed ad- 
visable to remove them. The union. between the 
fragments was firm and the functional result was 
perfect. On account of the interposition of the 
capsule between the fragments in this case a bony 
union could not take place, no matter what the 
primary dressing had been. November, 1912, the 
patient was seen again. He had splendid motion in 
all directions, and except for a slight shortening of 
the leg about three-four.hs of an inch there was 


no ocular evidence of his fracture. The skiagram 
showed that bony union had taken place. (Figs. 15 
and 16.) 

Case VI.—Miss D., aged 60, came to hospital on 
account of an old fracture of the neck of the femur. 
About the middle of May, 1892, while standing on 
a step-ladder, the ladder slipped and the patient 
fell, striking the ground on her left hip, her leg 
being flexed under the body. The skin over the 
trochanter was badly bruised. Pain in the hip was 
so intense that the patient could not be moved from 
a couch for ten days. She was then put to. bed, and 
limb steadied with sandbags. Foot could not be 
moved for three weeks, when motion gradually re- 


Fic, 13—Case V. Fracture through the neck with 
considerable shortening, due to upward displace- 
ment of shaft. 


turned. It is only during the last few weeks that 
she has been able to swing the leg forward and 
backward. Still has pain in the hip, but it is less 
severe than at first. August 1, 1912, the leg began 
to swell, and has remained so ever since. Pain is 
not severe and patient has no fever, so far as she 
knows. Since.then there is shortening of the leg. 
Patient is unable to walk without crutches. 
Examination—The left leg is swotlen and hip is 
very tender to pressure. The skiagram showed a 
complete fracture of the anatomic neck of the bone, 
near the trochanter, with separation of the frag- 
ments. No absorption of neck. (Fig. 17.) 
Treatment—A longitudinal incision, extending 
over the trochanter on the ilio-trochanteric line, 
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about six inches in length, gave a good exposure of 
the field of operation. The anterior fibers of the 
gluteus medius were retracted. The trochanter was 
not sawed off. When the shaft end of the bone was 
avulsed it was found that the head of the bone was 
in the acetabulum, but rotated. It was still alive. 
It was brought back into position. The ends of the 
fragments were freshened, approximated, and _ se- 
cured in position by means of two wire nails driven 
through the neck and head of the bone from the 
external surface of the shaft. The capsule was 
closed with chromicized catgut sutures, and the 
muscle fibers were approximated and likewise su- 
tured with catgut. Deep figure-of-eight silkworm 


Fic. 14—Case V. Three months after opertion. Good 
position of leg, with bony union between frag- 
ments. 


gut sutures closed the wound. The edges of the 
skin incision were approximated with horse hair. 
The wound was dusted with bismuth  subiodid, 
sealed with collodion gauze and dressed with 5 per 
cent moist phenol gauze. Both legs were placed in 
the tfavois splint and a Buck’s extension with a 
20-pound weight attached was put on the affected 
limb. Two and a half months after the operation 
the patient is still being kept quiet, on her back. 
The stitches. have not yet been removed. The skia- 
gram shows that there is bony union and perfect 
position of the joint. (Fig. 18) 

Case VII—Mr. C., aged 48, came to the hospital 
on account of an ununited fracture of neck of right 
femur, September 24, 1911. July 13, 1910, patient 


was coming out through a window eighteen inches 
from the ground when his foot slipped and he fell, 
striking an asphalt pavement on his right hip. He 
had to be carried to bed. His hip pained him 
greatly, but he was not much bruised. The pain 
got so severe that he called a doctor, who gave him 
a hypodermic of morphin. Two days later, after 
a consultation, the patient was anesthetized. The 


conclusion arrived at was that there was no frac- ° 


ture. One doctor said that there was a half an inch 
shortening of the leg. In three weeks he was going 
about on crutches. After a few days he began to 
have severe pains in the hip again. The next day 
a skiagram was made and a fracture of the anatomic 


Fic. 15—Case V. Eleven months after operation. The 
nails have been removed and regeneration is 
progressing favorably. 

neck of the femur was found. ‘A plaster cast: was 

put on, extending from chest to knee, with the leg 

in a straight position. A week later a second con- 
sultation was held in which three doctors took part. 

Another skiagram was made. On examining this 

plate it was decided that there was no fracture and 

the pilaster cast was taken off. He then went to 

Europe, but had to use crutches. When he returned 

five weeks later he had another skiagram made. 

This showed a fracture of the anatomic neck of the 

femur very plainly. It was thought that union had 

taken place, however, and he discontinued using the 
crutches and got about with a cane for a year. Oc- 
tober, 1911, he had to start using crutches again, 
as the hip had become very painful. In December, 
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1911, the patient could feel the grating sensation in 
the hip, as ends of fragments rubbed against each 
other. In January, 1912, an extension was put on. 
This relieved pains in the hip. May, 1912, more 
skiagrams were made and non-union was definitely 
diagnosed. 

Examination—The limb is two inches shorter 
than the lefi. There is great thickening of the 
trochanter and the tip of the trochanter is almost 
on a level with the anterior superior spine. The 
skiagram (Fig. 20) shows fracture of the anatomic 
neck of the femur, with non-union and wide sep- 
aration of fragments. There was considerable ab- 


Fic. 16.—Case V. Fifteen months after operation. 
There is firm bony union. 


sorption of the neck, clear out to the shaft, leav- 
ing only a button of bone in the acetabulum on an 
exact level with the epiphyseal line. The fracture 
occurred near the epiphyseal line and that the 
absorption of the neck has taken place from within 
outward, which is the characteristic course for this 
‘absorption. (Figs. 19 and 20.) 

Treatment—The joint was exposed through a 
longitudinal incision. The anterior gluteus medius 
fibers were cut, the trochanter sawed off with a 
Gigli saw and the capsule opened. It contained a 
large quantity of sanguineous fluid. The neck was 
absorbed back to the level of the lesser trochanter. 
On external rotation the proximal end of the neck 
fragment was found to be eburnated and covered 
with cartilage. The head of the bone was in the 
_ acetabulum, alive, eburnated, fractured surface, but 
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not covered with cartilage. 


The surfaces of the 
bores were freshened. Slight oozing from the head 


‘in the acetabulum showed that the blood supply 


from the ligamentum teres was sufficient to main- 
tain its vita‘ity. Base of neck was freshened and 
cancellated tissue was found. The fragments were 
approximated and. secured by three nails driven 
through the neck into the head from the shaft side, 
with leg in abducted position. One nail went 
through the trochanter and head into the acetabu- 
lum. The wound was closed with deep catgut and 
silkworm gut sutures. The skin was approximated 
with horse hair, dusted with bismuth subiodid pow- 


Fic. 17—Case VI. Fracture of anatomic neck, with 
separation of fragments, but no absorption of bone. 


der and sealed with collodion gauze. Dressed with 
5 per cent phenol gauze. Both legs were placed in 
the travois splint in extreme abduction. (Fig. 21.) 

The patient made a splendid recovery from the 
operation, and was taken home with the splint still 
in place, seven weeks after the operation. He died 
less than a week later from thrombosis of the supe- 
rior mesenteric artery. 

Case VIII.—Mrs. E. I., aged 64, came to the hos- 
pital October 12, 1912, on account of fracture of 
anatomic neck of femur. February 3, 1912, while 
walking on an icy sidewalk, she slipped and fell, 
striking on her left thigh and hip. The pain was 
most severe in the middle of the thigh and she 
could not get up. She was taken home and put to 
bed. The following day she called in a doctor who 
said the hip was dislocated. He manipulated it for 
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Fic. 20—Case VII. Two years and four months after ° 
previous skiagram was taken, showing great ab- 
sorption of neck of bone, with a button of bone in 
the acetabulum. This is the remnant of the head. 


Fic. 18—Case VI. Ten weeks after operation, with 
bony union and bone in good condition. 


Fic. 21—Case VII. One month after operation. Three 

Fic. 19—Case VII. The fracture is not apparent in nails transfix the fragments. Bony regeneration 
this picture because the fragments are impacted. progressing favorably. One nail has been driven 
Very little shortening of neck of femur and not into the acetabulum to maintain fixation. Leg is 
slightest deviation in angle. abducted. 
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some minutes and finally thought he had reduced 
the dislocation. The patient noticed that the. foot 
was markedly everted at the time. She never had 
any pain directly over the hip joint. Two weeks 
after the accident she developed pain in the lumbar 
region of the spine and called an osteopath, who 
diagnosed a dislocation of the innominate bone. He 
treated her spine for two weeks with no results. Her 
pain now was located in the knee and foot, also a 
sma!l, sensitive area on outer aspect of the thigh, 
half way ‘between knee and hip. June 12, 1912, 
she consulted another doctor, who diagnosed a frac- 
ture of the anatomic neck of the femur. She had 


Fic. 22—Case VIII. Fracture of neck of femur close 
to the trochanter. Head of bone in acetabulum, 
but rotated downward. 


no pain in that region, and did not believe his diag- 
nosis till June 18, when she had a skiagram made, 
which showed a fracture of the anatomic neck of 
the femur near the trochanter. She has not been 
able to put any weight on the leg since the fall, 
except when she has it in extreme abduction, and 
then only a little. There is now no pain in the 
foot, and very little in the knee. She had a second 
fall in August, 1912, when she struck this knee. It 
became red and swollen, but redness and swelling 
soon disappeared. 


Examination—The foot is everted and there is 
11-4-inch shortening of the leg. Skiagram shows 
a fracture of the anatomic neck of the femur and 
Separation of the fragments. The head of the bone 
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is in the acetabulum, but rotated downward. (Fig. 
22.) 

Treatment.—A longitudinal iliotrochanteric incis- 
ion over the trochanter major exposed the joint. 
The anterior fibers of the gluteus medius were not 
Gigli saw and retracted as in the previous cases. 
The leg was adducted and rotated outward to make 
the fracture more accessible. Fat and capsule were 
cut and the trochanter was not sawed off with the 
found interposed between the fragments. The 
structures were removed and the ends of the frag- 
ments freshened. The head was in the acetabulum 
and alive. A bony spur, about half an inch long, 
on the posterior edge of the head fragment, was 
removed with bone-cutting forceps, so as to permit 


Fic. 23—Case VII. Six weeks after operation. Good 
position of fragments, with bony union. 


of more perfect approximation of the fragments. 
This approximation was secured by means of two 
wire nails driven through the neck and head from 
the trochanter side of the shaft. The deeper layers 
of the wound were closed with a two-tier catgut 
suture and the skin edges were approximated with 
horse hair, dusted with bismuth subiodid and sealed 
with collodion gauze. A large 5 per cent phenol 
gauze dressing was applied, and the legs were then 
placed in the travois splint in extreme abduction. 
No extension. It is now six weeks since the opera- 


tion, and the patient has not been disturbed and - 


will not be for at least several weeks more on ac- 
count of her age. (Fig. 23.) 
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Case IX.—Dr. N., aged 62, came to the hospital 
on account of non-union of a fracture of the neck 
of the right femur. January 18, 1911, the patient 
was thrown from his sleigh onto an icy pavement, 
striking squarely on his right hip. He had terrific 
pain in the right hip instantly and was not able to 
get up. He was picked up and carried to a store 
near by and a few minutes later to a hotel, where 
he waited for a car. While there he was given’ one- 
fourth of a grain of morphin for his pain and an- 
other dose while he was on the car. His foot was 
markedly everted from the time of the accident. 
When he reached home he was given an anesthetic 
while his clothes were being removed and he was 
being put to bed. The following morning he was 
fixed up with a Buck’s extension and twenty-four- 


been using crutches ever since. Had massage treat- 
ment twice, but was not benefited. A skiagram was 
made June 10, 1912, and showed an ununited frac- 
ture of the neck of the femur, with upward displace- 
ment of the shaft. Tried building up of the shoe 
to meet the deficiency, but it became very painful, 
and he took it off. The patient has less pain since 
he threw away the thick-soled shoe. The pain in 
the knee and adductors is as bad as the pain in the 
hip. 

Examination—Motion in the joint is free but 
painful. Shortening of leg of inch and a Kalf. Skia- 
gram shows fracture of anatomic neck of femur 
with considerable absorption of bone on shaft side 


of neck, and upward displacement of the shaft. 


(Fig. 24.) 


Fic. 24—Case IX. Fracture of anatomic neck of 
femur, with considerable absorption of bone on 
shaft side of neck, and upward displacement of 
shaft. 

pounds weight and a side weight of twelve pounds 

was placed to correct by outward traction the in- 

ward rotation of the thigh. He said that the ecchy- 
mosis extended from the knee upward over one-half 


of his trunk. Pain was constant. The Buck’s exten- 
sion gave him relief, but the lateral weights were 


painful. He kept this weight on five weeks and the 
Buck’s extension nine weeks, and stayed in bed over 
a week Jonger, a total of.ten weeks. While the Buck’s 
extension was on this leg was about one inch longer 
than the other, but as soon as the extension was 
removed the leg got shorter and in a few days was 
about two inches shorter than the left leg. He has 


Fic. 25—Case IX. Three weeks after operation, show- 
ing good approximation of fragments and fair po- 
sition of shaft. 


Treatment—A longitudinal ilio-trochanteric incis- 
ion was made, which gave a good exposure of the 
fracture. The anterior fibers of the gluteus medius 
were not cut, and the trochanter was not sawed off. 
The joint was well exposed by retraction of the 
wound margins and of the muscles. Then ends of 
the fragments were covered with a thick pad of 
fibrous tissue, which effectively preverted bony 
union. This tissue was carefully removed with 
scalpel and scissors and the ends of the fragments 
freshened. The head fragment was alive. Approx- 
imation was easily made and secured with three 
wire nails driven through the neck into the head 
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from the shaft side of the femur. The capsular rem- 
nant was sutured around the bone with phosphor 
bronze wire. The wound in the fascia lata was 
closed with chromicized catgut and the skin incision 
with horse hair. Bismuth subiodid powder, collodion 
gauze and a 5 per cent phenol gauze completed the 
dressing. Both legs were placed in a travois splint 
in extreme adduction. It is now two weeks since 
the operation. The patient is making an uneventful 
recovery. (Figs 25 and 26.) 

In fracture of the neck of the femur where im- 
mobilization is not maintained, the absorption of 
bone depends on the proximity of the fracture to 
the epiphyseal line between the head of the femur 
and the trochanter. When ‘the fracture is at the 
epiphyseal line there is always extensive absorption 
of the neck in the distal direction, so that the neck 
eventually disappears entirely, as was. the case in 


Fic. 26—Case IV. Ten weeks after operation. Firm 
body union has taken place. 


Case IX. The absorption in this case did not take 
place for many months ‘after the fracture, which was 
primarily an impacted fracture. When the line of 
fracture is at the trochanteric end of the neck there 
is no absorption at all, as is illustrated in Case VI. 
This absorption we believe to be due to two fac- 
tors—motion between the fragments, and the normal 
anatomic distribution of the circulation in the frag- 
merts. The vessels to the proximal portion of the 
cervix femoris all pass from without inward, so 
that when a fracture takes place near: the epiphyseal 
line the blood supply to the proximal portion of the 


neck of the femur is very materially diminished, and 
consequently osteogenesis is retarded and osteoporo- 
sis and absorption favored. We have demonstrated 
this fact conclusively on the skeleton, and the ob- 
servations made there sustain our clinical findings. 

MANAGEMENT OF EARLY CASES OF FRACTURE OF THE 


NECK OF THE FEMUR. 


When the fracture is an impacted one, the im- 
paction never should be separated. The diagnosis 
of this fracture can be made very readily with the 
assistance of the Roentgen rays, and one does not 
need to depend on the elicitation of crepitus, which, 
of course, is absent in an impacted fracture. The 
diagnosis can also be based on careful measurement 
of the Bryant and Nelaton lines, and by noting the 
physical relationship of the ilium to the trochanter. 

Of the deformities that occur in connection with 
fracture of the neck of the femur, one is shortening 
and another is rotation of the leg, either inward or 
outward. The rotation often turns the periosteal 
side of the neck against the fractured edges of the 
proximal fragment, and’ therefore prevents union. 
The shortening often displaces the distal fragment, 
so that it is on a higher plane than the proximal 
fragment, the latter contacting with the periosteum 
of the under surface of the neck of the femur, and 
union is prevented. 

The indications for treatment are therefore (1) 
that the shortening should be overcome by extension 
in all except the impacted cases; (2) that the rota- 
tion should be overcome by holding the toes in a 
perpendicular position, the foot being neither everted 
nor inverted; (3) that immobilization should be 
effected so that the fractured fragments be pressed 
into each other by superlative abduction of both legs, 
which is secured by putting the patient into the 
travois splint. By means of this superlative abduc- 
tion all of the adductor muscles, fascia and capsular 
ligaments are utilized to force the distal fragments 
firmly against the proximal fragment and to keep 
it there constantly during the process of repair. 
At the same time the traction of the trochanter 
major group of muscles is overcome by the relax- 
ation produced in them by this superlative abduc- 
tion. This position must be maintained constantly 
and uniformly throughout the entire course of the 
process of repair. 

We have observed clinically that absorption of ‘the 
neck does not take place when immobilization is 
made effectively and continuously, so that the con- 
tracting of the fractured surfaces is maintained. The 
long external splint, with or without extension, the 
ordinary Thomas splint, the Maxwell-Ruth splint, 
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do not fulfill the indications of proper management 
of fractures of the neck of the femur. 

The plaster-of-Paris cast, including both hips with 
abduction of both legs, meets the conditions in im- 
pacted fracture of the neck, but it is very inconven- 
ient to the patient. The so-called “railway splint” 
is likewise deficient. While most of these splints 
are worthless in the management of these cases, yet 
sometimes, notwithstanding their defects, it is possi- 
ble to secure union of the fragments with their aid. 

But no splint, even with extension, abduction or 
sidewise tfaction, can secure union of the frag- 
ments when there is interposing between them cap- 
sule or other soft tissue. We made that observation 
in four successive operations done for ununited 
fracture of the neck of the femur. In some of them 
the interposition of soft tissue can readily be recog- 
_ nized in the skiagram, while in others it is impossi- 
ble to detect it. 

The amount of weight attached to the extension 
apparatus placed on the limb must vary with the 
muscular development of the individual patient. As 
a rule, it should range from 15 to 35 pounds. To 
attach a 10 or 15-pound weight to the leg of a mus- 
cular patient is of absolutely no value whatever. It 
is a delusion. 

The best plaster to use for the extension is the 
old-fashioned diachylon moieskin plaster, which was 
in use thirty years ago, before the rubber. adhesive 
plaster was invented. The rubber adhesive plaster 
has the disadvantage of producing an eczema, and 
sometimes it causes blisters to form. The diachylon 
plaster never does this. It can be left on until it 
falls off without causing the patient any discomfort 
whatever. 

It is fitting that we should here sound a note of 
warning in applying the Buck’s extension, namely, 
that the external popliteal nerve, where it passes 
around the neck of the fibula, from behind forward, 
should be freed from all pressure by bandages or 
cast, if one is desirous of avoiding the characteristic 
drop-foot paralysis, which is caused by pressure on 
that nerve. In all cases in which we apply a plaster 
cast to the leg, including the head of the fibula, we 
always cut out a window over this bone, so that 
there will be absolutely no pressure on the nerve. 
This drop-foot paralysis is often more annoying to 
both patient and surgeon than the original lesion. 
There is no reason why it should occur; it can very 
easily be avoided. 

In from eight to sixteen weeks, in adults, bony 
union will take place between the fragments of the 
neck. of the femur; in children from five to eight 
weeks are sufficient to produce firm, bony union. 

If the principles outlined above are effectively ap- 


plied we will have a smaller number of fractures 
of the neck of the femur coming to the surgeon for 
treatment months or even years after. the primary 
injury has occurred, although we will always have 


failure of union on account of the interposition of 


soft tissue between the fragments, no matter how 
effective the primary treatment may have been. 

However, the surgeon must be master of aseptic 
technic, because otherwise infection will. take place. 
In all of our bone and joint work we never allow 
any instrument or sponge or even the gloved hand 
to come in contact with the skin. Nor are the work- 
ing parts of the instruments touched by the gloved 
hand. The scalpel which is used to make the skin 
incision is discarded and a fresh one used for in- 
cising the deeper structures. The edges of the in- 
cision are overlapped by sterile towels, which are 
held in place with towel forceps. Sponges are passed 
in and out, never being used a second time, and not 
coming in contact with anything in their passage. 
It is only by observing these details of aseptic tech- 
nic that this work can be done effectively. 


A THEORY OF THE ETIOLOGY OF PELLAGRA. 


By T. Latane Driscoll, 
Cartersville, Ga. 


It has been interesting to note that within the 
last two years several cases of pellagra have 
been seen in which the emphatic statement was 
made that all cornmeal was made by the local 
miller. This corn was grown, matured and shelled 
by the individual, that all bad grains were ‘elimi- 
nated, such as appear at either ends of an ear 
of corn, and yet these patients were suffering 
from pellagra. 

Now, this meal is ground much coarser than 
the meal from the larger mills, allowing all the 
cellulose or external capsule to be removed from 
the meal by “sifting” and, too, it is a well-known 
fact that practically all of the shipped meal has 
been bolted, thus eliminating almost every vestige 
of cellulose, leaving only the glucose of the in- 
dividual grain. The question will naturally be 
asked, how about Italy for the past hundred 
years? I am informed by reliable Italians that 
so much opposed are they to bran that they “sift” 
their meal three and four times. I do not wish 
to be entirely antagonistic to my fellow workers, 
and I would say by all means omit spoiled maize 
from the dietary because in that event the ex- 
ternal capsule is certainly injured, and perhaps 
the glucose and sperm in reasonably good condi- 
tion. 

The absence of this covering is what I believe 
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to be the factor involved in the production of 
pellagra. This capsule contains a hormone or 
some complex chemical compound that is neces- 
sary in the maintenance of nerve equilibrium and 
stability. As for instance, rice polishings in 
beriberi. With reference to seasonal incidence, 
we believe that the actinic rays of the sun are 
necessary to bring about the lesions on the ex- 
tremities, trunk, ete. The exclusion of light, 
therefore, will retard the development; thus I 
saw a lady eight months pregnant with classical 
symptoms of pellagra exclusive of skin manifes- 
tations. She had remained indoors during the 
entire eight months, and after delivery and con- 
sequent outdoor life, developed a bisymmetrical 
erythema, and died a few months later. In win- 
ter. our patients remain indoors, and are less 
exposed, and, too, there is much less light in win- 
ter than summer. It will therefore follow that 
springtime, the most attractive season, will find 
all out of doors constantly, with unlimited ex- 
posure, thus favoring development. 

To enumerate briefly, I believe pellagra to be 
due to absence of a hormone or a chemical sub- 
stance in the grain capsule, and the omission of 
this from the dietary of the cornbread eater, by 
artificial means, is responsible. 

The following work has been done in corrobora- 
tion of this theory: Chickens fed on corn with 
the covering removed developed manifestations 
on legs similar to pellagra in man. Chickens fed 
on bran only develop same condition as those 
fed on corn exclusive of bran. Feeding whole 
grain intact will cause disappearance of lesions 
in about three weeks. 

Case 1—Woman with pellagra for one year. 
Fed on cornmeal with half volume of bran; 
lesions disappeared entirely within three weeks 
with slight soreness of mouth and subacute gas- 
tritis remaining. 

Case 2.—Man with history of disease for three 
years, marked erythema of hands, diarrhoea, 
pronounced glossitis and gingivitis, mental hebe- 
tude, with occasional hallucinations. Four weeks 
following, no erythema, no diarrhoea, gained ten 
pounds, mind cleared up. 

I am indebted to Dr. D. H. Monroe, of Emerson, 
Ga., for the following cases, upon whom he kindly 
used bran as in cases as above. 


Case 1.—Pellagra for five years. Milk sugar 


placebo and unsifted meal plus bran. No lesions 
on hands, no diarrhoea, mind clearing up and 
gaining weight after three weeks treatment. 
Case 2.—Patient twelve years old; has had 
Pellagra for one year. Marked lesions on hands, 
diarrhoea, mental abberation, much emaciated. 
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Treated as in case one; gain of from one to 
three pounds per week, with disappearance of 
all pellagrous manifestations. 


CLINICAL NOTES ON UTERINE HEMOR- 
RHAGE.* 


By Hubert A. Royster, A.B., M.D., 


Raleigh, N. C. 
Surgeon to Rex Hospital, Surgeon-in-Chief 
to St. Agnes Hospital. 


There is hardly a malady which is so generally 
misunderstood or so badly managed as bleeding 
from the female genitals. Upon the average phy- 
sician, when confronted with the condition, there 
seems to settle a spirit of carelessness—a spirit 
which is less excusable than absolute ignorance. 
Many medical men act as if they consider it the 
common lot of women to bleed, and do not take 
really serious interest in such cases. Women 
themselves, as a consequence, do not regard the 
matter with sufficient concern. The “change-of- 
li@” fetich is still making invalids and destroy- 
ing lives. Faulty teaching is largely to blame 
for this attitude; the kind of teaching which over- 
looks the substance for the form, which fails to 
see the importance of clinical study and expe- 
rience. 

It is not scientific to discourse upon a symptom: 
but it is the symptom we meet at the bedside. 
One should never under any circumstances at- 
tempt to treat hemorrhage from the uterus until 
a conscientious effort is made to find its origin. 
There is a cause for each pathological issue of 
blood from the pelvic organs, if we only discover | 
it. First, make sure it comes from the uterus. 
I have known bleeding from a urethral caruncle 
to be mistaken for uterine hemorrhage; ulcera- 
tions and growths of the vulva or vagina, or rec- 
tal affections may be similarly confused. 

Such errors cannot occur in the face of a care- 
ful examination, which must be the first thought. 
Practitioners are prone to wait, thinking it im- 
proper to examine a woman while she is bleeding. 
There is no reason for putting it off on that ac- 
count. Sometimes the source of the bleeding is 
more certainly ascertained during the flow. In 
some cases it would be hard to find a time during 
the attendance when the woman was not bleeding, 
and an indefinite postponement would result, if 
one should wait for a dry interval. The exam- 
ination should include a general survey of the 


patient, a systematic search of all the organs, as 
well as those in the pelvis. 


*Read by title before the Southern Medical As- 
sociation, Jacksonville, Fla., Nov. 12-14, 1912. 
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The terms menorrhagia (excessive bleeding at 
the pericds) and metrorrhagia (bleeding between 
periods) are often indefinitely employed. The 
concitions occasionally shade into each other, 
because of the irregularity of the bleeding, or 
the long-drawn-out periods; or because, for ex- 
ample, an affection may first produce menor- 
rhagia, then gradually come to a metrorrhagia, 
which may be its specific symptom. 

Bleeding of the uterus may be due to general 
or local causes. General causes are those which 
relate to conditions outside the pelvis. Most com- 
mon among these are (1) the blood dyscrasias— 
Various forms of anemia, purpura and scorbutic 
affections; malaria; syphilis; pellagra; (2) 
heart, kidney or liver diseases—from passive con- 
gestion; (38) alechol addiction, rich feeding and 


Fig. 1. Age 46. Treated with drugs for years 
and curetted twice. Menorrhagia. Submucous 
fibroid. 


high living. It is only necessary to remark that, 
if any of these affections are considered to be the 
causal element, proper-treatment should be in- 
stituted. Particular attention must be drawn to 
pellagra as a cause of uterine hemorrhage. Many 
cases show this symptom in the early stages be- 
fore the disease can be clearly recognized, and 
one should, therefore, be on guard. Dr. C. H. 
Peete, of Warrenton, N. C., has written timely on 
this question; his observations are thoughtful and 
sound. 

But in no case must one neglect to examine the 
genital organs, to discover if there may not be a 
local cause, in addition to, or instead of, the 
general cause. There may be indications pointing 


to a regional origin of the bleeding, as pain, or 
pressure, or the presence of a mass. Such a 
suggestion may be given by the patient herself. 
Prominent as local causes of hemorrhage from 
the uterus are the following: 

1. Under the first heading are included endom- 
etritis, retroversion and cervical laceration, these 
being most often associated. The type of hem- 
orrhage from all three of these lesions is that both 
of menorrhagia and metrorrhagia, with variations 
from time to time.. There is much confusion in 
regard to endometritis. Very probably it does not 
exist except as an infection, and it is not often 
alone the cause of uterine bleeding. The inter- 
stitial form, and especially the fungoid variety, 
has been supposed to figure largely as an etiologi- 
cal factor; but in some cases, at least, the condi- 
tion has turned out to be, not an endometritis, 
but a new growth. Such. findings emphasize the 


suggestion to look upon the endometrium as a. 


gland, and not as a mucous membrane. (Fig. 1.) 
Retroversion of the uterus presents a local passive 
congestion. It is not of itself usually the causa- 
tive agent in severe bleeding. Laceration of the 
cervix, with its consequent endocervicitis and 
erosion, is of far greater importance as a cause 
of bleeding than the other conditions named. 
Meirorrhagia is the rule, but the periods are 
always more profuse. The futility of administer- 
ing drugs to contract the uterus, when the bleed- 
ing is due to a torn and everted cervix, is readily 
appreciated. 

2. Uterine Fidroids, the most common tumors 
of the uterus, are, of course, recognized as being 
responsible for a large number of cases of uterine 
hemorrhage. The type of bleeding is menor- 
rhagia, though in some severe instances the pa- 
tient is rarely free from a flow of blood. In a 
sterile woman under forty years it is a natural 
presumption to think of a fibroid. But many 
times mistakes will be made. The size of the 
tumor has nothing to do with the amount of 
blood. The largest masses often show no hem- 
orrhage, especially if they are entirely subperito- 
neal; while a small interstitial nodule near the 
uterine cavity or an insignificant polyp may give 
rise tc profuse floodings. The nearér the tumor 
to the endometrium the freer the bleeding. 

These growths are often overlooked. There is 
no way of certainly determining the presence of 
a small fibroid in the wall of the womb, and the 
discovery is sometimes made after a _ hysterec- 
tomy for intractable bleeding of supposed unknown 
cause. The same operation may reveal a submu- 
cous tumor and result in cure of the patient after 
repeated curettements had failed to remove the 
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growth. (Fig. 2.) Such a failure may have been 
due to the fact that the fibroid was just in transit 
from an interstitial to a submucous form, and was 
more or less fastened in the uterine tissue. 

Furthermore, patients with fibroids are often 
neglected. Even in this age of widespread infor- 
mation, physicians are waiting and watching for 
the menopause to stop the growth of the tumor. 
In the meantime, women, sometimes young women, 
are allowed to go on bleeding, hoping for the 
“change,” which may never appear, or to become 
exhausted and unfit for receiving the benefits of 
deferred attention. The well-known relation be- 
tween fibroid and cancer of the uterine body 
stands as an earnest exhortation for early upera- 
tion in all cases. The connection between the 
two is not that of carcinomatous degeneration of 
the fibroid, but development of cancer in the 
endometrium as a result of lessened resistance 
from irritation by the fibroid. A bleeding fibroid 
must be removed. 
3. Carcinoma of the uterus is a cause of hem- 
errhage. Since the bleeding is due to ulceration 
and breaking down of tissue it is characteristi- 
cally a metrorrhagia; though there is in the begin- 
ning an increase of the regular menstrual flow. 
The hemorrhage varies somewhat as to whether 
the cancer is in the cervix or the fundus, that 
from the cervix being more profuse and more 
easily started by a douche, examination or coitus. 
In either instance the blood usually issues at ir- 
regular intervals, coming and going unexpectedly. 
Carcinoma of the corpus occurs in older women 
than does cervical cancer. Fibroids, too, some- 
times persist in elderly women, particularly those 
who have been sterile or relatively so—that is, 
those who have had one or two children followed 
by a lengthy period of barrenness. A concealed 
fibrous nodule would be difficult to distinguish 
from a cancer in the uterine body, and micro- 
scopic examination of the scrapings only could 
decide in most cases. The type of bleeding should 
receive consideration. 

4. An important pathological condition back of 
many cases of bleeding from the uterus is salpin- 
gitie, a chronically inflamed tube of normal size 
up to a large pyosalpinx. This is not always 
thought of. An abundant menorrhagia, with 
“spells” of tenderness in the lower abdomen is 
the usual condition, and the diagnosis of fibroid 
is often made. Both conditions are ordinarily 
associated with sterility. Primarily an infected 


' endometrium is responsible for the bleeding, but 


curetting is inadequate for permanent relief, and 
dangerous unless the damaged tubes be extirpated 
at the same time. Hysterectomy will be demanded 
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in the vast majority of cases, as the tubal infec- 
tion is more frequently bilateral. By far the 
larger portion of my pus-tube cases exhibit marked 
uterine bleeding. Yet I am satisfied that sufficient 
emphasis has not been given to this as a cause. 
Its frequency should be an eternal warning 
against a uterine curettage to stop bleeding with- 
out a careful history and a thorough bimanual 
examination. 

5. Akortion, miscarriage and their remote re- 
sults are always to be suspected when a uterus 
is bleeding. The history may be misleading, or 
even purposely deceptive. In the presence of an 
active effort of the uterus to unload itself, or the 
retention of secundines from a recent abortion, 


Fig. 2. Age, 42. So-called “fungoid endometri- 
tis.” Pathological report. ““Adenomyoma.” Men- 
orrhagia, bleeding spells lasting as lomg as five 
months. 


the arrest of hemorrhage is usually a simple mat- 
ter, and no rules need here be laid down for it. 
But there are many cases of long standing and 
constantly recurring hemorrhage which are due 
to old miscarriages, perhaps unrecognized, and 
these are not so easily mastered. In two cases 
of my own, removal of the womb, which had to 
be done as a last resort, revealed an organized 
mass of placental tissue which had firmly planted 
itself into the uterine wall. (Fig. 3.) Repeated 
curettements did not reach this mass, as it will 
not in a similar condition. Only a hysterectomy 
would suffice. 

6. Tubal Pregnancy.—In every instance of uter- 
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ine bleeding a possible ectopic gestation must be 
suspected. The condition may be an acute hemor- 
rhage at the time of rupture, or the more con- 
fusing and frequently neglected hemorrhages 
which occur irregularly afterward. Miscarriages 
are too often the only thought, and hundreds of 
uncalled for curettings are done. The history is 
the thing—not, perhaps, as the text-book would 
have it; but careful inquiry will generally bring 
out some clue to work on. Always look for tubal 
pregnancy, especially when you do not believe it 
is present. 

7. For want of a different name it may be men- 
tioned that the so-called arterio-sclerosis of the 
uterus has lately assumed importance as a cause 
of uterine hemorrhage, particularly about the cli- 
macteric. Most likely it is not an arterial athe- 
roma in the majority of cases, but, at least in 
some, an increase of the elastic fibres around the 
blood vessels. The uterus may be flabby, or it 
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Fig. 3. Age 40. The tissue attached to endo- 
meterium is placental. Bleeding profusely for 
weeks. Abortion four years before. Cervix am- 
putated at another hospital a year previous. 


may be very hard. All sorts of pathological con- 
ditions have been described under the same clin- 
ical group, and it is probable that different types 
of lesions may give rise to similar symptoms. This 
much seems established, viz: that there is a lack 
of proper uterine contraction; that there is an 
increase in-the number and size of blood vessels, 
and that there is a development of fibrous and 
elastic tissue from subinvolution. (Chalfant.) 
Clinically we find that women with this condition 
have been subjected to rapid and long-continued 
child-bearing, and that the bleeding is profuse 


and not easily controlled. For a permanent cure 
hysterectomy is required in almost all of the 
cases. 

The handling of a case of bleéding from the 
uterus calls for exercise of the soundest judg- 
ment. Treatment may vary from the use of the 
simplest remedies up to the most radical operative 
procedures. Certainly no one can be so rash as 
to think that every case ought to be subjected to 
operation, nor should one fail to see the need 
of operative interference early when indicated. 
Of the treatment of the general diseases asso- 
ciated with uterine hemorrhage, nothing will be 
said and enough has been written of the pelvic 
lesions to indicate the specific treatment under 
each head. 

In any case drugs and local measures are de- 
manded temporarily to stop bleeding in a sudden 
emergency, or to tide over until some operation 
may be done in the interval. Ordinarily inter- 
ference is not indicated during a bieeding period, 
but one should not let the hemorrhage stand in 
the way, if the operation is urgently needed, or 
if the hemorrhage cannot be checked by any 
other means. Above all one ought not to attempt 
too much “building up” in the face of constantly 
recurring hemorrhage, only to have it all to go 


over again and again. It were better to operate 


first and build up afterwards. 

At times it is absolutely imperative to do some- 
thing immediately to arrest hemorrhage from the 
uterus. It is very rare to see a woman bleed to 
ceath from this cause, but many have alarming 
and exhausting turns from it. Packing the vagina 
or the uterus is usually practiced, and is in most 
instances successful, but in my opinion it should 
not be routinely or continuously employed. It 
gives a false sense of security. Hot vaginal 
douches are sometimes very much better, and di- 
rect applications to the endometrium far prefer- 
able in urgent cases. When the origin of the 
bleeding is found, then the proper remedies can 
be applied. 

The most abused drug is ergot. Practitioners 
have largely got into the habit of feeling that 
because they have uterine bleeding therefore ergot 
must be given. I think all physicians will agree 
with me that ergot in most cases does no good, 
and in many cases does harm. In numbers of 
instances one can see after later investigation 
why the drug really increased the bleeding. It 
should not be the first thought in hemorrhage. 
It is especially useful only in those cases in which 
we desire strong uterine contraction, and by far 
the larger number do not call. for this, but would 


ke made worse by it. How foolish, then, to ad-. 
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minister ergot until the cause of the hemorrhage 
is ascertained! Ergot has its indications and 
serves a good purpose when used intelligently, 
but its indiscriminate exhibition is harmful in the 


extreme. 

Hydrastis is the most widely applicable remedy 
in uterine bleeding, because it contracts blood 
vessels gradually and surely, without disturbing 
ihe muscular wall of the uterus. In the form of 
the fluid extract or as its alkaloidal salt, hydrasti- 
nine hydrochlorate, this drug may be adminis- 
tered over a long cr a short period with confi- 
dence. In a continued hemorrhage with exhaus- 
tion of the patient’s nerves cannabis indica has a 
steadily favorable effect. One does not fully ap- 
preciate this remedy until it has been tried in 
suitable cases time and again as an aid te other 
drugs and remedial measures. All of these ther- 


apeutic means are to be prescribed judiciously, 


and judiciously discontinued when the time comes 
to stop them. Some cases do better when nothing 
is given. I have seen women who were bleeding 
continuously under a set course of treatment re- 
cover immediately and permanently upon a simple 
tonic mixture; which goes to show that the cause 
was not clearly known. 


THE REPORT OF TWO UNUSUAL CASES OF 
NASAL POLYPUS, OCCURRING IN 
SISTERS, WITH THE RESULTS 
OF OPERATIONS.* 


By Charles W. Kollock, M.D. 
Charleston, S. C. 


These very unusual and exceedingly interesting 
cases were first seen by me about six years ago, 
but did not come under my care until some time 
later. At that time they were nine and twelve 
years old, and had been affected for two and 
four years respectively. Their histories are brief- 
ly as follows: The elder, when five years old, 
was found to have catarrh of the nose and soon 
after the growths were discovered in the nose. 
At the age of seven the younger became affected 
in the same way. Previous to these periods they 
appeared to be in fairly good condition, and, so 
far as I could ascertain, the other-members of the 
family were in good health. The appearance of 
these girls was such as to attract the attention 
even of the laity. Their noses were unusually 
broad and flat at the roots and this increase of 


*Read at Sixth Annual Meeting of the Southern 
Jacksonville, Fla., November 
14, 1912, 
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width extended to within a short distance of the 
tips, which were narrow and pointed. The mouths 
of both were habitually open and their expres- 
sions were dull and listless. The flattening of 
the noses had been caused by spreading and thin- 
ning, but not by separation of the nasal bones. 
The measurements between the pupils and be- 
tween the canthi were unusual for their ages. In 
the younger the pupillary distance was 63 mm., 
the canthal 45 mm., and across the nasal bones 
42 mm. In the elder the pupillary distance was 
60 mm., between the canthi 46 mm., and across 
the nasal bone 48 mm. The average pupillary 
distance for children of their ages would be from 
53 to 58 mm. At times the eyes were watery 
and the conjunctiva congested, still there were 
no signs of stoppage in the nasal duct, though 
it is strange that it did not occur. The elder girl 
was of average intelligence, while the younger 
was unmistakably dull and always dependent upon 
her sister in various ways (such as in dressing), 
and inclined to be irritable. From a distance of 
twenty feet, or more, the polyps could be dis- 
tinctly seen projecting from the noses and a closer 
examination revealed the unusual condition of 
the nasal chambers being literally stuffed with 
them. Before coming under my care both had 
been operated upon several times, but with only 
temporary relief, as the growths returned rapidly 
after each operation. I declined to treat them 
unless they were placed in the hospital where 
more thorough work could be done, and not-until 
a year after I first saw them did the father con- 


- sent to this. Under chloroform anesthesia I did 


what seemed to be a most thorough operation 
upon each. It consisted in snaring and curetting 
the growths from the nostrils, opening and curet- 
ting the antra, breaking down and curetting the 
ethmoid cells, and very carefully entering and 
curetting the sphenoidal sinuses. Large masses 


were removed from the noses and the hemorrhage ; 


was profuse, but easily controlled without packing. 
They returned home after remaining in the hos- 
pital for a few days. Douching, which was the 
only treatment that could be carried out, was done 
twice a day with a quart of saline solution. They 
were brought back in about a month’s time in 
practically the same condition that I first saw 
them, that is, both noses packed with growths. 
I then informed the father that only from the 


‘most radical treatment could any real benefit be 


expected, and urged that they should again be 
placed in the hospital in order that Killian’s, or 
a similar operation might be performed. In the 
meantime the growths were removed through the 
nostrils on several occasions. In August, 1910, 
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permission was finally obtained to operate upon 
the younger, whose condition was the worse, as 


she was becoming duller and deafer, and as she 
had never learned to blow her nose, it was very 
difficult to clear it of the large quantity of very 
ropy, mucopurulent excretion that constantly col- 
lected there. It was decided to perform Killian’s 
operation as the one most likely to fit the case. 
An X-ray examination would have shown that the 
operation as a whole was unnecessary, for when 
the opening was made into what should have been 
the frontal sinus it was found to be the cranial 
cavity, and while it was very mortifying to have 
made such a mistake, no harm resulted. The 
sinus either did not exist or was so small that it 
could not be found. It was not necessary to re- 
move the turbinate bones (middle), for all had 
been destroyed by the pressure of the growths. 
Through the opening in the side of the nose the 
growths were plainly visible as they lay matted 
together, and it is hard to conceive how such 
small spaces could accommodate such masses as 
were removed. By breaking through the upper 
portion of the septum it was found that the 
cavities of the opposite side could be _ easily 
reached and treated without making another ex- 
ternal opening. The growths seemed to spring 
principally from the antra and the ethmoid cells, 
and though large openings were made through 
the nasal walls of the former it was most difficult 
to free them of the polyps. The nasal bones were 
as thin as paper and on this account it is possible 
that the deformity might be greatly lessened by 
breaking and remolding them into better shape. 
The hemorrhage was profuse during the opera- 
tion, and though the nostrils were tightly packed, 
it continued until the next day, when the pack- 
ing was removed and it suddenly stopped. It is 
now two years since this operation was _ per- 
formed, and there has been no return of the 
growths, but there is still a thick and tenacious 
mucopurulent discharge. The girl has grown 
rapidly, the hearing has improved markedly and 
her mental condition is wonderfully better. The 
opening that was made through the upper portion 
of the septum has evidently closed, as it could 
not be found. About a year later a similar opera- 
tion was done upon the elder sister, except that 
the opening was made through the side of the 
nose as is done in the lower portion of Killian’s 
operation. Large masses of polyps were removed 
from both sides (including the antra and ethmoid 
cells), and the opposite side was entered, as in 
the first case, through the upper part of the 
septum. The result in this case has not been 
as good as in the first, as the growths have re- 


turned to some extent, but not as bad as for- 
merly. 

A third case of this kind was brought to me dur- 
ing the last year, but the conditions had not ex- 
isted as long nor were they as serious as those of 
the sisters. However, there was a considerable 
deformity of the nose and both nostrils were 
packed with the polyps, which seemed to spring 
especially from the antra. The same operation was 
performed upon this patient, and when seen sev- 
eral months later there was but a slight return 
of growths. The photographs of the sisters, which 
are being passed around, are good, but do not 
convey an accurate idea of the great deformity 
which exists. I am inclined to think that the 


polyps involved principally the antra and the’ 


ethmoid cells and, perhaps, the sphenoidal sinuses, 
but not the frontal. From my experience with 


these cases I am convinced that only by the. 


radical operation can any real improvement be 
expected, and that the opening on the side of the 
nose below the inner canthus is indispensable for 
the thorough removal of the growths. Also that 
the opposite side of the nose may be reached and 
treated through an opening made high up in the 
septum which obviates the necessity of another 
external wound and simplifies the operation. It 
is doubtful whether cases of this kind can be 
cured, especially when they have existed for 
some years, but they can undoubtedly be greatly 
improved and the patient rendered much more 
comfortable by the operation. A microscopic 
examination of the growths removed from the 
sisters showed them to be fibromyxomata, and it 
is reasonable to suppose that they were the same 
in the third case, of which, through oversight, no 
examination was made. 


DISCUSSION. 


Dr. J. W. Jervey, Greenville, S. C.—I had the 
opportunity of seeing these cases some three or 
four years ago, and they presented a truly re- 
markable appearance. The photograph does not 
begin to show the amount of deformity as I recol- 
lect it. A year ago I reported a case at the 
meeting of the American Laryngological, Rhino- 
logical and Otological Society, and, while not 


wishing to throw any aspersions on Dr. Kollock’s’ 


photograph, I wish to say that the deformity in 
my case was four or five times as great as in his 
cases. My case was one of long standing, in a 
man fifty-four years of age. with a sarcomatous 
tendency in the growth. By complete removal 
of the growth and removal of the entire middle 
turbinate the process was checked, and the man 
has been free from any return. I am surprised, 


as Dr. Kollock’s cases were of so long standing,” 


that the microscopic examination showed no ten- 
dency to break down into malignancy. 


Dr. Feingold: Was your tumor a fibromyxoma? 
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Dr. Kollock: Yes, it was a fibromyxoma. 
Dr. Feingold: If there is no further discussion, 
Dr. Kollock will close. 

Dr. C. W. Kollock, Charleston, S. C., closing 
the discussion: I have not much to add, except 
that the remarkable thing is that these cases 
should have occurred in sisters; and also that an 
important point in treating cases of this kind is 
that they should be treated not only through the 
natural openings, but also through an opening 
high upon the side of the nose. The latter is an 
important adjuvant to the operation. This open- 
ing was large enough for me to put in my little 
finger and feel the entire area of the cavities of the 
antrum, which gave me a much better idea of 
the situation than I should have obtained if I 
had had to operate from below; and, having the 
two openings, it was much easier to work around 
and free the nasal cavities of the growths. To 
one who had not treated a case of this kind it 
would not seem difficult, but several times after 
{ thought that the cavities were clear of the 
growths, the introduction of the finger proved 
that more had dropped into the places of those 
that had been removed... It seemed an unending 
job to get the cavities thoroughly clear. 


“THE BACTERIOLOGY OF EPIDEMIC COLDS.* 


Dr. S. L. Ledbetter, 
Birmingham, Ala. 


For many years we have had in our community, 
and in other communities, epidemics which we 
have called lagrippe for want of a better name. 
The chief characteristics of these epidemics have 


been head colds, sore throats, tonsilitis, laryn-— 


gitis, tracheitis, with accessory sinus and middle 
ear inflammations as complications. 

These epidemics vary a good deal at times in 
some respects, such as manner of attack, location 
and severity of attacks, extent of tissues involved, 
etc. In some epidemics we have all of these 
types represented. Sometimes the symptoms are 
largely, local, with very little or no constitutional 
disturkance, while in other cases the constitu- 
tional symptoms are all out of proportion to local 
manifestations. Sometimes with only a slight 
sensation of cold, or mild form of acute rhinitis, 
We get terrific supra and circum-orbital pains, or 
an acute otitis media, while in others the rhino- 
pharyngeal symptoms may predominate, or the 
attack may start with a tonsillitis followed by 
general pharyngitis and suppurative otitis, ete. 
Sometimes as acute otitis media with a chill is 
the first notice the parents have of trouble, when 
after a short, sharp paroxysm of pain the drum 
Tuptures, or is excised by the physician and the 


*Pead at Sixth Annual Meeting of the Southern 
Association, Jacksonville, Fla.. November 
1912. 
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trouble soon subsides. In other cases the symp- 
toms are much more virulent and persistent, 
terminating eventually in recovery uncomplicated, 
or in a mastoiditis, etc. 

The observation of these peculiarities and 
variations characteristic of cases in the same or 
different epidemics led me last year to make 
bacteriologic examinations in a few of my cases 
with a view to the determination of the type of 
bacteria, and to arrive, if possible, at a correct 
diagnosis of the cases. These few cases, I think, 
can be put down as typical of all. In some of 
them vaccines were made and used to advantage. 

Case One.—J. P. L., age 36, began with a ton- 
sillitis. Smears showed staphylococcus aureus. 
Five days later followed a general pharyngitis, 
which extended into the nostrils and eustachian 
tubes with severe deafness in right ear and par- 
tial deafness in left. Cultures taken from the 
nasal secretions showed the pneumococcus and 
micrococcus catarrhalis, from which vaccines 
were made, mixed with the staphylococcus from 
the tonsillitis cultures. Three injections of the 
vaccine at intervals of one week relieved all the 
symptoms. 

Case Two.—J. P. L., Jr., age ten months. Acute 
general pharyngitis with small ulcer in left tonsil. 
Culture from the tonsil showed pure Friedlander 
pneumobacillus. Tive days later otitis media oc- 
curred in both ears. Both drum membranes were 
incised and free drainage established. A vaccine 
was prepared from the culture taken from the 
throat. Three injections were given at intervals 
of five days; some reaction following the second 
injection; the third was reduced. Rapid and com- 
plete recovery at the end of the second or third 
week. 

Case Three.—E. W. R. Acute bronchitis. Ex- 
amination of sputum showed Friedlander baccilus, 
from which a vaccine was made and one injection 
of ten million bacteria given as an initial dose. 
The reaction was so considerable that the patient 
would not consent to a second injection. 

Case Four.—I. C. S., Jr. Acute rhino-pharyn- 
gitis. Culture from the throat showed a mixture 
ef staphylococcus aureus and albus. No vaccines 
were made in this case; the usual local and con- 
stitutional remedies being resorted to. Recovery 
uneventful. 

Case Five.—H. G. W., age 40. Acute rhino- 
pharyngitis with no tonsil involvement. No ac- 
cessory sinus nor middle-ear trouble. Some tubal 
engorgement. Culture taken from. the nose 
showed a bacillus resembling the diphtheria 
bacillus and classed pseudo diph. bacillus, and a 


large diplococcus, which was not classified. 
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Case Six.—Mr. B., age about 40. Employed in 
a railroad office. Acute rhino-pharyngitis, rather 
mild type, with otitis media in one ear. Did a 
paracentesis. Some tenderness over the mastoid. 
Took culture which showed staphylococcus and 
pneumococcus. Vaccine was prepared and three 
injections made. Case under treatment nearly 
four weeks. Discharge lasted about three weeks. 
Recovery complete. 

Case Seven.—Miss B. S., a stenographer, age 
20. General rhino-pharyngitis; pus flowing from 
ethmoid cells, beginning in left nostril, and later 
extending to right. Secretion from cells very 
free, and during the acute and early stage severe 
supra and circumorbital pains on both sides, suffi- 
cient to keep the patient in bed for a few days. 
These were relieved by free hot nasal irrigations 
and the administration of capsules containing 
aspirin, antipyrine and caffeine citrate. Pus from 
nose showed Fraenkels pneumococcus prevalent. 

Case Ejight—Mr. R., a railway conductor. 
Rhino-pharyngitis, left otitis media, cat. acuta. 
Did paracentesis. Smears from the secretion 
from the ear showed a diplococcus, which was 
difficult to identify; not very numerous, possibly 
due to the fact that bichloride solution was being 
used freely in dressing. Extremely painful tor 
two weeks. Rapid recovery. 

Case Nine.—Mr. B., an accountant, age about 40, 
a hay fever subject, but not suffering from hay 
fever at this time. The symptoms were those of 


acute rhino-pharyngitis with pus flowing from the. 


ethmoid cells. The patient complained of severe 
orbital and supra-orbital pains. The smears in 
the case showed only a small number of bacteria, 
Mic. Cat. prevailing. Recovery prompt. 

Case Ten.—Mr. F., a carpenter; had a severe 
general rhino-pharyngitis, with otitis media sup. 
in both ears, and more or less involvement of all 
the accessory sinuses. Patient confined to bed 
for two weeks or more; right ear discharging 
when. seen by me first; left ear giving excruciat- 
ing pain, which was relieved by paracentesis. 
Case treated by usual methods. Mastoid and 
frontal pains. Secretion from ear showed micro- 
coccus catarrhalis with pneumococci. 

Case Eleven.—Dr. L., age 36; began with symp- 
toms of cold in naso-pharnyx. Smears showed 
Fraenkel’s pneumococcus and_ Friedlander’s 
pneumobacillus. A mixed vaccine was used in 
this case, and the cold was aborted. The vaccine 
in this case contained Friedlander’s pneumobacil- 
lus, Fraenkel’s  pneumococcus, micrococcus 
catarrhalis, and staph.-aureus. 

The following bacteria were found in the eleven 
cases examined: Staphylococcus aureus, pneu- 


mococcus, micrococcus catarrhalis, Friedlander’s 
pneumcbacillus, mixed staphylococcus aureus and 
albus, pseudo diph. bacillus, a large unclassified 
diplococcus and diplococcus lanceolatus. 


DISCUSSION. 


Dr. J. W. Jervey, Greenville, S. C—I have had 
very little experience with the use of the auto 
genous vaccines; but, while this has no distinct 
bearing on these views of Dr. Ledbetter’s, I have 
had gratifying results in a small number of cases 
with the use of the autogenous vaccines. 
formerly tried the stock vaccines, and found 
them of absolutely no use, but the autogenous 
vaccines were of great benefit and gave good 
results. Along the line of the rhinitis cases a 
mention should be made of hay fever cases. An 
investigation of these would have great scientific 
interest. During the hay fever season last year 
I determined that it was possible that the deposit 
of foreign substances of some sort in the nasal 
mucosa was to be discovered by microscopic 
examination, and I had a number of cultures 
made from the secretions of those patients who 
had typical hay fever cases. My conclusion was 
that the irritating substance was in the form of 
an organism, and that the nose reacted to the 
irritating organism. Therefore, I contended that 
if we could establish immunity to this organism, 
no matter whether we had a neurotic condition 
or not, we might be able to break up the hay 
fever attack by destroying the third leg of the 
argument, so to speak. These cases showed a 
wide variation in the microscopic finding, but all 
had certain pathogenic germs that I felt that it 
might be worth while to immunize the patient 
against in an effort to see whether there was any 
connection between them and the hay fever con- 
dition. Each patient had several injections; start- 
ing at one hundred million dead bacteria and 
going up to five hundred million; and in every 
case the patient recovered rapidly. I do not 
mean to say that this was an instance of cure. 
I do not wish it understood that I claim to have 
positively cured a hay fever patient by the use 
of autogenous vaccines, but nothing is impossible, 
and with this evidence at hand it might be worth 
while for all of us to make an effort to get at the 
bottom of this matter by using hay fever patients 
for experimental purposes in this direction. 

Dr. Feingold.—Is there any further discussion? 
If not, will Dr. Ledbetter close? 

Dr. Ledbetter.—I have nothing to say. 


THE AFTER-TREATMENT OF CASES OF RADI- 
CAL OPERATIONS IN OTO-RHINOLOGY. 


J. A. Stucky, M.D., 
Lexington, Ky. 


The suggestions which I am about to make are 
the result of lessons learned in an active practice 
in oto-rhinology for more than a quarter of a cen- 
tury. These lessons in major surgery are learned 
from more than 500 mastoid operations, fifty-nine 


— 
il 
4 u 
| tl 
ti 
tl 
fe 
w 
T 
a tk 
a 
al 
T 
tr 
fa 
q cc 
or 
ot 
In 
he 
sil 
ju 
q th 
se 
ca 
sc 
- th 
to 
to 
ce 
4 ot 
ha 
| | ag 
{ pa 
th 
ret 
Te: 
fre 
| 
a 


me 


os 


ew 


STUCKY: RADICAL OPERATIONS IN OTO-RHINOLOGY. 409 


intra-dural abscesses, 160 Caldwell-Luk operations 
upon the maxillary antrum and probably more 
than 1,000 middle turbinectomies, in which per- 
haps 50 per cent of the ethmoid cells were re- 
moved. 

I make no apology for reading a paper upon 
this topic. It is not intended so much for publica- 
tion as for discussion. It is for those of us in 
the South living in the smaller towns and cities, 
far from the large clinics in metropolitan cities, 
which are conducted by a number of our ablest 
men of large experience and great ability who 
come in daily contact and consultation with each 
other, who are protected and assisted in their 
work by city, State and the hospital clinical laws. 
Their indigent clientele are fed and clothed and 
the clinicians furnished without financial cost 
every facility and aid for their work. Not only 
are the hospitals the best equipped, but the nurses 
are the best trained and in the largest number. 
The clinical and laboratory reports and after 
treatments of each case are carefully kept by 
well-trained internes and house surgeons. 

Those of the Southland do not have these 
facilities, protection and opportunities. On the 
contrary, many of us have meagre facilities, few 
opportunities for consultation and observation of 
other men’s work, and our indigent clinical cases 
frequently cost us money, time and opportunity. 
In all my experience in oto-rhinology I have never 
had but three cases of thrombosis of the lateral 
sinus and have never ligated or removed the 
jugular vein. My scientific curiosity on more 
than one occasion has gotten me into trouble, not 
serious, but annoying. My ovet-anxiety in certain 
cases on more than one occasion has overbalanced 
my judgment and I have trusted too much to 
science and self and not enough to nature, and 
this experience has taught me as many - things 
to avoid as it has taught me things to do. 

All of us acknowledge a great debt of gratitude 
to our brother practitioners of the large medical 
centers whom many of us regard as Gamaliels in 
oto-rhinology and it is because of the presence of 
some of them with us today that we want to dis- 
cuss this topic and have them tell us wherein we 
have fallen short. The things that militate 
against satisfactory results in all surgery are: 

1. The incomplete operations. | 

2. The lowered power of resistance of the 
Patient as the result either of delay in having 
the foci of infection removed or else whose 
recuperation has been retarded by a lowered body 
resistance as the result of auto-toxemia, or shock 
from too profound and long-continued anesthesia. 

3. The too long-continued dressing of heavy, 


uncomfortable material, which by the heat and 
moisture favor formation of exuberant granula- 
tions and lower the vitality of the external parts. 

4. Imprudence in diet immediately following 
the operation and insufficient rest of mind and 
body. 

By the incomplete operation I mean we fail to 
thoroughly remove the foci of infection and estab- 
lish unobstructed drainage and ventilation. In 
oto-rhinology ventilation is as necessary as drain- 
age, and herein lies the difference between this 
and surgery of any other part of the body. There 
is a tendency to do an over-complete operation 
by removing tissue not involved beyond restora- 
tion by the pathological process. A complete 
operation dces not require that we chisel, curette, 
drill and polish the operated area till it shines 
like a china teacup. Such a procedure is detri- 
mental in that it prolongs the operation unneces- 
sarily and greatly retards the process of healing 
by granulation and dermatization. 

Years ago I was taught this lesson by Gustav 
Killian, who at my request criticised my method 
of doing both the radical and classical mastoid 
operation. He said: “You vas vell finished with 
the operations before you quit. Such a fine polish 
of the bone is not necessary.” The honest, candid 
criticism was a Valuable lesson to me. Do a 
complete operation, but do not over do it. Where 
the body resistance is lowered by sepsis and auto- 
toxemia as revealed by careful differential blood 
count and urinalysis, the anesthetic is given most 
cautiously, maintaining only the minimum 
stage of anesthesia during the entire operation; 
the amount of ether necessary for this being great- 
ly lessened by administering hypodermically from 
one-eighth to one-fourth grain morphia one-half 
hour before beginning administration of anes- 
thetic. Too much of the anesthetic has been 
given and more or less harm done if the patient 
is not sufficiently from under its influence to open 
the eyes and respond to slapping or pinching of 
face by the time the final dressing and bandage 
igs applied before leaving the operating table. 

Unless the patient is in the hospital from 
twelve to eighteen hours before the time of opera- 
tion, no purgative is given until after the opera- 
tion, but the bowel emptied by copious enema of 
soapsuds; no other preparation is made except a 
tub bath, followed by alcohol rub of entire body; 
the scalp is shampooed with mercurial soap (1 ver 
cent mercurial iodide P. & D.), the necessary 
preparation made of area to be operated and dry 
sterile dressing applied. 

After a simple mastoid operation, the outer 
dressing is removed in twenty-four hours. I do 
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not pack tightly the mastoid wound. Pack it 
very loosely. Cut the stitches at the end of the 
third or fourth day and remove the first packing 
at that time, and if the bone is covered all over 
with healthy granulation, allow the wound to 
falt together. Do not continue the packing pro- 
cess, either with sterile gauze or with iodoform 
gauze or anything else, after the bony cavity is 
well covered with healthy granulations. Granula- 
tions want nothing better than moisture and 
gauze to stimulate growth. I do not irrigate the 
wound, but wipe it out with sterile gauze or cot- 
ton, or, if a stimulant is indicated, use iodoform 
Zauze instead. 

If I use a modified blocd-clot dressing in the 
classical operation (and this I am very fond of 
doing) a very small cigarette drain, made of two 
or three strands of silk-worm gut is left in the 
lower angle of the wound, and the rest of the 
wound sutured tightly. When the first dressing 
is removed twenty-four hours later the little drain 
is pulled out and the wound is left alone. I 
expect the patient then to be out of the hospital 
in from three to six days. I think we make a 
great mistake in keeping our patients in bed s9 
long, and my rule now is to get them in the 
wheel chair and out on the roof garden or in the 
sun parlor by the seccnd or third day; at any rate 
up and out by the fifth or sixth. 

In the radical mastoid operation the outer dress- 
ing is removed in twenty-four hours, and then a 


very light gauze dressing applied. The inner - 


dressing is not removed. If I use the large rub- 
ber tube in the auditory canal] instead of the gauze 
packing (which is another modified blood-clot 
dressing) this is allowed to remain for forty-eight 
hours. If I pack the mastoid wound after the 
radical operation, this is not removed until the 
third or fourth day, when it is removed easily. 
After the first packing is removed, I use no more 
gauze except a small wick along the floor of the 
canal, going well back to the middle ear, for 
drainage. I use no irrigation of any kind, and 
until the whole area of the bony cavity is covered 
with firm granulations I cover the entire operated 
area with a uniform coating of equal parts of 
iodoform and boric acid or aristol. I believe 
iodoform, notwithstanding its disagreeable odor, 
is more effective in bone cases than the aristol; 
unifermly cover the bony cavity with this twice 
a day. That means a‘little more work for the 
assistant or the well-trained nurse, but healing 
is greatly hastened by this frequent attention. As 
soon as the cavity is covered with granulations 
I leave off the stimulating aristol or iodoform and 
use the pure boracic acid powder twice in twenty- 
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four hours. If I have done a clean operation, I 
shall expect complete dermatization in three to six 
weeks after the complete radical mastoid opera- 
tion. I think a great deal of the long-continued 
after-treatment heretofore so necessary has been 
due to the fact that we have used too much 
irrigation and done too much packing. I get the 
bandages and the heavy dressings off of my 
radical cases by the fifth day, then put on a very 
light dressing, kept in place with a light mask 
to cover the external ear, and wipe out the canal 
with a sterile cotton swab and repowder it with 
boracie acid at least every eight or twelve hours. 

If the patient, for instance, is very septic, the 
leucocyte count is low and the polynuclear per- 
centage high, I begin large doses of urotropin be- 
fore the patient has recovered from the anes- 
thesia, given by the bowel, thirty to sixty grains 
in .three or four-ounce salt solution, used as we 
do protoclysis. Usually this is accomplished with- 
out trouble. Four hours thereafter, if the 
stomach is quiet and no nausea, ten grains of 
urotropin is given every four hours, in four or 
more ounces of water, until two or more drachms 
are given. 

As soon as the patient recovers from the anes- 
thetic, I give one large dose of calomel, never 
less than five or ten grains at the first dose, and 
rarely ever more than fifteen or twenty grains. 
If the patient is very septic, the urine full of 
indican, I give a dose of fifteen or twenty grains 
calomel, followed by magnesia sulphate in six to 
eight hours. Whether it be a radical mastoid, 
frontal sinus or what not, the patient is on a 
restricted diet for at least three days. I want all 
of the resistive forces to go to the repair of the 
wound, the recovery from the shock, and not to 
be utilized in faulty digestion, assimilation and 
elimination. The patient is not going to starve 
in a few days. Give fruits, buttermilk, broths, 
ete., and rest—mental as well,as physical rest. 
I think, as practitioners of medicine, we do not 
fully appreciate the great advantage of the psy- 
chology -of the after-treatment of these cases. I 
do not allow relatives and sympathetic friends 
around the patient for at least two or three days 
a‘ter the operation. Let them see nobody but 
the nurse and the doctor. We all know some- 
thing of the effect of mind over matter, and the 
mental attitude of the anxious and sympathetic 
parent or relative is frequently injurious. Espe- 
cially is this true with children. 

In the modified Killian frontal sinus operation 
I use no packing. I put a large rubber tube 
down through the floor of the frontal sinus and 
bring it out of the nose. Of course, if the tur- 
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binates are removed the anterior ethmoid cells 
are removed also and there is no packing used. 
This external wound is closed tightly at the time 
of the operation; the tube is removed in from 
twenty-four to thirty-six hours, or as soon as it 
will come out without use of force. When you 
desire to remove the tube, take hold of it at 
the lower end with a haemostat and make slight 
tension on it and it comes away without trouble 
or bleeding. I am sure in my first cases I did a 
great deal of harm by irrigations and mopping, 
causing irritation and often a mixed infection 
retarded the healing process. What the wound 
needs is drainage and Ventilation, and if I have 
drained and ventilated it well, this is going to do 
it more good than anything else. If the nose is 
obstructed on the floor, you can clean it out by 
aspirating with a medicine dropper and sterile 
saline solution, or use forceps and cotton mop. 
In the Caldwell-Luk operation through the canine 
fossa, a thorough opening is made into the nose. 
I usually pack the cavity once only. At the time 
of the operation I pack it lightly with gauze 
soaked in 25 per cent solution argyrol, left in for 
twenty-four to thirty-six hours, thei remove it, 
and use a small wick to keep the wound open for 
a day or two. In cases of this kind I would irri- 
gate once or twice, perhaps, the third and the 
fourth day; after that there is no irrigation, the 
wound is allowed to close in the mouth and the 
drainage and ventilation take place through the 
nose. After removing the middle turbinate and 
curetting the ethmoid cells I never use any pack- 
ing, and I am not troubled with hemorrhage and 
‘obstructed breathing as formerly, since I have 
been using the flexible perforated nasal tube 
splint. This prevents the patient from snuffing 
and snorting and getting a loose clot, and respira- 
tion and drainage are not interfered with. I keep 
these cases in the hospital for twenty-four to 
forty-eight hours. 

This is, briefly, the method that I use in my 
major cases. I have nothing new to add about 
the brain cases. I still adhere to the teaching of 
Ballance when I open a brain abscess. As soon 
as I’ find pus I leave my perforator or probe in 
situ and insert several small rubber tubes along- 
side of the same, until sufficient number are 
Placed for drainage of the abscess cavity, and 
never use gauze. If I withdraw my knife or per- 
forator with which I have found the brain abscess 
and reinsert it, or forceps, to insert the drainage 
tube, I am going to open up new avenues of in- 
fection. I remove one tube at a time, beginning, 


Perhaps, on the third, fourth or fifth day, until 
finally we get down to the one tube, and that is 
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practically pushed out in the process of healing. 
The same treatment that I have suggested holds 
good with the extra-dural abscesses. We usually 
find these as the result of infection through the 
tegmen tympani or antri, and in these I use no 
firm packing. 

In cenclusion, I need not emphasize that all 
after-treatment should be given in a strict aseptic 
or antiseptic manner, in order to avoid localized 
secondary infection. Do a clean, complete opera- 
tion, but do not “overdo it.” Especial care should 
be given toward restoring to normal the lowered 
resistance caused by the condition which ren- 
dered the operation necessary; to this end atten- 
tion is given to the internal secretions and excre- 
tions. Slow and unfavorable progress after many 
complete operations done with faultless technique 
is often due to injudicious food and insufficient 
rest. After major rhinological operations I give 
smal] doses of iodine three times daily until its 
effect is indicated by increased discharge of 
mucus from the nose. 


BOOK REVIEWS 


Golden Rules of Gynecology. 


By George B. Norberg, M.D., Professor of Diseases 
of Women and Clinical Gynecology, University 
Medical College, Kansas City, Mo.; Gynecolo- 
gist to Kansas City General Hospital; Fellow 
and Ex-President, Kansas, City Academy of 
Medicine. 250 pages. 8 vo. Price, $2.25. C. V. 
Mosby Co., St. Louis, U. S. A. 

This book is an excellent summary of the sub- 
ject of gynecology, and as such is especially val- 
uable to the young doctor preparing for state 
board examinations, and to the busy practitioner 
who wishes to secure the greatest possible amount 
of information in the fewest words. 


Instructions in Sanitation. 


The Department of Sanitation, Canal Zone, Geo. 
W. Goethals, chairman and chief engineer, has ap- 
proved a “Manual of Instructions” issued by W. C. 
Gorgas, chief sanitary officer. It is addressed ‘to 
all concerned,” and is “for the guidance of all 
Sanitary inspectors.” It is a paper-bound pam- 
phlet of 52 pages. Every alternate leaf is of 
plain, white, ruled paper, ready to receive notes 


and memoranda. Its general heads are: I. Gen- 
eral Instructions. IJ. The Personnel. III. Ma- 
terial and Supplies. IV. Cemeteries, Burials, 


Death Reports and Burial Permits. V. Inspection. 


VI. Pit and Pail Closets. . VII. Garbage and 
Manure Disposals. VIII. Work Requests. IX. 
Disinfection, Fumigation and Quarantine. The 


text is intensely practical and prescribes the work 
for sanitary officers in a way that cannot be mis- 
understood. All sanitary officers of whatsoever 
degree and station would do well to provide them- 
selves with copies. Address Department of Sani 
tation, Canal Zone, Panama. : 
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EDITORIAL DEPARTMENT 


THE S. M. A. SPECIAL TRAIN TO THE 
MINNEAPOLIS MEETING OF 
THE A. M.A. 


From the many inquiries that we have re- 
ceived regarding the itinerary, schedule and 
sleeping car accommodations of the Southern 
Medical Association special trains, there can 
be no doubt but that the South will have a 
large and enthusiastic delegation in Minne- 
apolis. 

The special over the Louisville and Nash- 
ville will be one of the handsomest trains ever 
sent over a Southern railroad. Every possi- 
ble comfort will be provided, including din- 
ing and observation cars from New Orleans 
to Minneapolis. 

Some of those going on the special desired 
to stop over a few hours at Mammoth Cave, 
Louisville and Chicago, but a larger number 
seem to prefer leaving home as late as possi- 
ble and vet arrive in Minneapolis in time for 
the opening session. It was therefore decided 
to make no stops, except for passengers, from 
New Orleans to Chicago, and since the spe- 
cial is run only one way, those desiring may 
take advantage of the stop-over privileges, at 
their convenience, on the return from Minne- 
apolis. 

The Southern Medical Association Special 
will join at Chicago, and will be run as a 
section of the ‘‘President’s Special,” which 
as a compliment to President-elect Wither- 
spoon, will leave Nashville on the evening of 
June 16. The Southern Medical Association 
Special from Washington and Norfolk over 
the Chesapeake and Ohio via Cincinnati will 
also be run as a section of the “President’s 
Special” from Chicago to Minneapolis. 

We give below the itinerary and schedule 
of the special over the Louisville & Nashville 
Railroad from New Orleans to Minneapolis. 
For information regarding rates and sleeping 
reservations confer with your local agent, or 
with any agent of the L.& N. The Secretary 
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EDITORIAL. 


of the Southern Medical Association will also 
be glad to give any information within his 
knowledge. 
Itinerary of Special Train. 
Leave New Orleans (L. & N. R. R.) 8:30 a.m., 
June 15. 
Leave Mobile (L. & N. R. R.) 12:53 noon, June 
15. 
Leave Montgomery (L. & N. R. R.) 6:00 p.m., 
June 15. 
Leave Birmingham (L. & N. R. R. 8:45 p.m., 
June 15. ; 
Leave Decatur (L. & N. R. R.) 11:29 p.m, 
June 15. 
Leave Nashville (L. & N. R. R.) 3:10 am, 
June 16. 
Arrive Louisville (L. & N. R. R.) 8:00 am., 
June 16. 
Leave Louisville (Penn. R. R.) 8:30 a.m., June 
16. 
Leave Indianapolis (Penn. R. R.) 12:15 noon, 
June 16. 
Leave Logansport (Penn. R. R.) 2:45 p.m., June 
16. 
Arrive Chicago (Penn. R. R.) 5:45 p.m., June 16. 
Leave Chicago (C. M. & St. P. R. R.) 6:30 p.m., 
* June 16. 
Arrive Minneapolis (C. M. & St. P. R. R.) 7:10 
a.m., June 17. 


THE SPECIAL FROM WASHINGTON 
AND NORFOLK TO MINNEAPOLIS. 


The Chesapeake and Ohio Railway will 
run a special train with sleepers from Balti- 
more, Washington, Norfolk, Richmond and 
Charlotte to accommodate the members of the 
Southern Medical Association and _ their 
friends from Maryland, District of Columbia, 
Virginia, North Carolina and West Virginia, 
who intend going to the Minneapolis meeting 
of the American Medical Association. 

The exact schedule of this train has not 
yet been fixed, but it is probable that it will 


leave Washington about three o’clock Sunday: 


afternoon, arriving in Cincinnati Monday 
morning, and in Chicago in time that after- 
noon to run as a section of the “Presidet’s 
Special” from Chicago to Minneapolis. 
Physicians in- the above mentioned States 
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can get full information regarding rates, 
schedules, etc., from their local agents or by 
writing any agent of the Chesapeake and 
Ohio Railway. The Secretary of the South- 
ern Medical Association will also be glad to 
give any information that he can regarding 
this special. 


LOUISVILLE FOR THE 1914 MEETING 
OF THE A. M. A. 


Louisville will extend an invitation to the 
American Medical Association for the 1914 
session, and surely the invitation should be 
accepted. 

Those delegates who attended the Atlantic 
City meeting last year will remember the ora- 
torical gems by Dr. Curran Pope and Dr. 
Arthur McCormick, in which Louisville was 
depicted as the center of a region more lovely 
and fertile than artist’s ideal or poet’s dream; 
where they rear the blooded horses and the 
beautiful women, the noble men and _ the 
matchless brew of Bourbon that are the glo- 
ries of civilization and the pride of Kentucky. 

Louisville is the logical meeting place for 
the A. M. A. It is near the center of popula- 
tion of the United States, it is a magnificent 
city, with splendid hotels and railroad facil- 
ities unequaled. It is near Mammoth Cave, 
which should be visited by every American, 
and there is much of interest to the traveler 
in Louisville and Kentucky. 

It is a great medical center, having one of 
the largest and best equipped medical schools 
in the entire United States. The new million- 
dollar hospital will provide as fine clinics as 
any city, and both from the viewpoint of 
pleasure and scientific interest the A. M. A. 
cannot find a better meeting place than Louis- 
ville. 

The American Medical Association has not 
met in the South in ten years, and the South- 
ern delegates should pull together for Louis- 
ville for the 1914 meeting. 
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S. M. A. REPRESENTATIVES AT STATE 
MEETINGS. 

During April and May quite a number of 
the State medical associations of Southern 
States were held, and were uniformly well 
attended. 

The officers of the Southern Medical Asso- 
ciation, believing it right and proper that 
their organization should display its friendly 
interest in these State associations, arranged 
to have a representative present at each when 
it was practicable to do so, and in every in- 
stance the visitor was cordially welcomed. 
President Jones himself attended the meetings 
of the Mississippi, Texas and Arkansas asso- 
ciations, in addition to the regular representa- 
tive. Everywhere great interest was shown 
in the Southern Medical Association and ap- 
proval of its work. Indeed 443 of the 
doctors demonstrated their approval by send- 
ing in their applications for menbership. This 
is as it should be. The natural articulation 
of organized medicine in this region is, first, 
the county medical society, next the State med- 
ical association, and then, as the fruitful flow- 
ering of the whole beneficent development, 


the Southern Medical Association. The- 


Southern doctor who would keep abreast of 
the rush of progress will find many organiza- 
tions that may be of advantage to him, but 
these three he must personally support. They 
are indispensible. 


THE MEDICAL COLLEGE OF SOUTH 
CAROLINA. 

For enterprise and energy that insures suc- 
cess commend us to the people of Charleston, 
S. C. The city boasts'a population of some- 
thing like 60,000 souls. During the last week 
in April the citizens devoted their energies to 
raising the money with which to build and 
equip a first class medical college, to be known 
as the Medical College of South Carolina. 
Before Saturday night they had secured sol- 
vent subscriptions amounting to over $75,- 
000.00. Nothing inferior to a class “A” col- 
lege will be tolerated, consequently the equip- 
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ment and administration will be first class in 
every respect. The undertaking and its suc- 
cess were truly remarkable. It demonstrates 
a quality in her medical profession that must 
be admirable and shows an_ enterprising 
generosity in the people of the city which 
points to inevitable success, not only in this 
instance, but in every other to which they de- 
vote their united attention. The JOURNAL 


prophesies great things to mark the future. 


course of the Medical College of South Caro- 
lina. 


THE GLUCOSIDS OF DIGITALIS. 

It is well known that the glucosids, digitalin 
and digitoxin, represent the most desirable 
therapeutic properties of digitalis, and if they 
had, for years past, been supplied to practicing 
physicians in forms as truly representative of 
the herb as morphine is of opium they would 
long ago have become the accepted forms for 
its administration. There exist in the so- 
called Galenical preparations, such as _tinc- 
tures, extracts or infusions, undesirable ele- 
ments that are avoided by the use of the ap- 
proximately pure glucosids. It is only dur- 
ing recent years, however, that pharmaceutical 
chemistry has been able to separate the active 
principles of digitalis in sufficient purity and 
uniformity to merit the entire confidence of 
the medical profession. Though it is not prob- 
able that absolute purity is even yet obtained, 
still it has been so approximated that physi- 
cians everywhere are beginning, and many 
began long ago, to substitute the certain gluco- 
sids for the uncertain administration of an 
unknown mixture of glucosids with other ele- 
ments still less known. At once the question 
rises: Which glucosid? Digitalin, digi- 
talein or digitoxin? And are they suitable for 
hypodermic administration? Digitalin is only 
slightly soluble in water (Thornton, Cul- 
breath), and irritating to the tissues (Abbott). 
Digitalin is insoluble in water according to 
Culbreath, but is classed by Cushny as more 
soluble than digitoxin, and digitalein as very 
soluble. Sollmann classes digitalin, digitalein 
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and digitoxin as “fairly soluble.” The impor- 
tance of solubility in hypodermic medication 
should be recognized. A gradual accumulation 
of a digitalis glucosid under the skin might 
result disastrously. The variations of opinion 
concerning the action of the digitalis principles 
leave the ordinary physician to form his own 
conclusions. Under the circumstances perhaps 
an aseptic, condensed, aqueous fluid extract 
suitable for hypodermic use, or a refined 
preparation such as “digalen,” will give more 
general satisfaction than either of the princi- 
ples by itself. 

Altogether the study of digitalis, its active 
principles and their uses, is one of the most im- 
portant of our therapeutic problems. 


CHRISTIAN-SCIENCE MURDER | 
LEGALIZED. 


Only the wholesome fear of arrest and im- 
prisonment can explain the moderation with 
which the editors of the New Orleans Medical 
and Surgical Journal speak of a recent de- 
cision of what is known as the “Henderson 
Case” in the courts of Louisiana. Under the 
so-called treatment of a Christian Scientist a 
child died with diphtheria. The helpless vic- 
tim was not given any option between life 
and death, but was allowed to die as a noble 
example of faith in Mrs. Eddy and profession- 
al prayer. Statistics multiplied many hundreds 
of thousands of times prove that with early, 
modern treatment not more than one out of 
a hundred diphtheria patients will die, while 
without it from 65 to 70 out of every hundred 
cases will be fatal. Not one accepted fact in 
ordinary knowledge, from the rotundity of 
the earth to the antagonism between fire and 
water is better proven than this fact, yet Chris- 
tian Science parents will see their children pass 
the only hours which hold their chance for life 
while they strive by prayer for the same relief 
in this positive disease that they have seen 
when only nervous fancies were the matter. 
It was supposed that the law would protect 
such helpless innocents from experiments that 
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experience has proven to be so fatal. But the 
judge of a Louisiana court, because he believes 
that praying for one’s self or another is emi- 
nently proper, concludes that it is also eminent- 
ly proper to let a baby die if the prayer did not 
happen to be granted, and that the man re- 
sponsible for that death is not only blameless 
but praiseworthy. Surely such a judge is an 
anachronism, and needs the “recall’’ without 
respite. Fanatics in Louisiana are now at lib- 
erty to fill little graves with diphtheria vic- 
tims as often as it suits their Christian Science 
parents. If they cannot pray them out of 


suffering they can pray them into Heaven, so: 


what’s the difference ? 


SOME POTATOES. 


The A. M. A, Journal of January 11, 1913, 
discusses some experiments in nutrients con- 
ducted by Hindhede in Denmark. He “ob- 
served a subject who, for more than a month, 
subsisted on potatoes and fats of various de- 
scriptions without other additions to the die- 
tary.” He computed the daily intake of pro- 
tein at less than 40 gm. The body weight 
remained unchanged and “at the end of the five 
weeks nitrogen equilibrium was established.” 
During that time the subject ate about five 
pounds of potato and nearly a quarter of a 
pound of butter every day. A one pound po- 
tato is considered a very fine one in this part 
of the moral vineyard and to swallow five such 
every day for five weeks, even although liber- 
ally lubricated with grease of Goshen, equals 
the classical stunt of “a partridge a day for 
thirty days,” and worse. For be it remem- 


bered the potato in question is known to us of * 
the South as the Irish potato, to avoid its 


confusion with the saccharine root of the lus- 


cious yam, the Heaven born sweet potato. 


Had that misguided “subject” away over in 
Denmark been feasted upon genuine “yellow 
yams” during the period of his “observation ;” 
if the morning meal had spread before him the 
rich, fragrant, steaming, golden heart of a 

yellow yam, fresh from its scorched and syrupy 
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envelope and ornamented with spots of good, 
sweet butter; if the mid-day meal had been 
one of Aunt June’s sweet potato custards cov- 
ered with snowy “marang;” if for supper he 
took a few thin slices just fried in the re- 
mainder of his quarter pound of butter; then, 
ah then, no surprise need be felt that whether 
or not “the body weight remained unchanged.” 
he had at least lost no flesh, and that the “nitro- 
gen equilibrium” was not established, but 
wanted some more. Some physicians claim 
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that the sweet potato carries in its sugary pulp 
too much woody fiber for enteric prosperity. 
Go to, thou shallow reasoner! The Creator 
of the sweet potato made it to be eaten, en- 
joyed and digested, if properly cooked. Cold 
or hot it goes the right way. The Irish potato 
may be the standard for Northern and Western 
tables, and for the chilly climes of Denmark, 
but here in the sunny South we swear by the 
“yellow yam,” the apotheosis of hypogaeous 
fructification. 


HYOSCYAMUS. 

Hyoscyamus, or henbane, is a plant common in 
this country. Only plants two years old are used 
in medicine. An extract, a fluid extract and a 
tincture are prepared from it, and two important 
alkaloids, hyoscine and hyoscyamine, are derived 
from it. The latter two are used as sulphates, or 
more often in the case of hyoscine as a hydro- 
bromide. 

Hyoscyamus is generally considered identical 
in its effects with belladonna, but such is not the 
case. It is less of a cerebral excitant and more 
of a hypnotic than belladonna. It is less stimulat- 
ing to the heart and respiration. On the other 
hand, it has a more sedative effect upon the 
sphincter of the bladder, and in laxative com- 
pounds seems to induce a more gentle, painless 
action. Hyoscyamine is a powerful nerve seda- 
tive, and, with children, almost a pure hypnotic. 
For this purpose hyoscyamine, either the sulphate, 
the hydrobromide, or the amorphous hyoscyamine, 
may be used, the dose of the crude alkaloid being 
1-250 of a grain (0.0002 gm.), and that of the 
salts 1-500 of a grain (0.00012 gm.). These doses 
may be once repeated if necessary. Children 
‘are less susceptible to belladonna and hyoscyamus 
than are adults, considering size and weight. 
Hyoscine hydrobromide is a powerful nerve seda- 
tive and soporific. It causes a sense of weakness 
and helplessness before sleep comes that is un- 
pleasant. It is by many considered entirely unfit 
for administration to children. Insane patients 
who are noisy and belligerent are quieted by 
moderate doses. They learn to dread them and 
though unharmed by the effect the memory of it 
exerts a wholesome restraining influence that 
tends to good behavior. It is in relieving the in- 
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somnia and excitement that threaten insanity that 
hyoscine is especially useful. 

A combination of hyoscine, cactin and morphine 
has been used hypodermatically as a general 
anesthetic, under whose influence it is claimed 
that capital operations have been performed, and 
the pangs of childbirth obliterated. At the pres- 
ent time quite a controversy prevails concerning 
the usefulness of the combination and the charac- 
ter of one of its ingredients, cactin. Too many 
intelligent physicians support the claims of this 
combination not to have some foundation for their 
faith. Unfortunately the element of personalities 
obscures the truth to some extent. It is as fol- 
lows: 

Hyoscinae hydrobromatis, grain 1-100. 

Morphinae sulphatis, grain 1-4. 

Cactinae, grain 1-8. 

For one tablet. 

Another formula contains just half the amount 
of each of the above. It is claimed to be especial- 
ly important that the hyoscine shall be pure and 
derived from the hyoscyamus plant, and not the 
alkaloid scopolamine from the plant scopola. The 
alkaloid from scopola is chemically identical 
with hyoscine and as it is much cheaper it has 
generally been substituted for the latter by manu- 
facturing druggists. Though it has not yet been 
proven that there is any essential difference, it 
is, to say the least, an unwarranted substitution. 
The physician competent to order hyoscine or its 
salts is also capable of ordering scopolamine and 
its salts, and the substitution of one for the other 
without notice is nothing but “a trick of the 
trade.” Moreover, there is reliable testimony 
that, instilled into the eyes of a patient, equal 
doses of the drugs in question, one drug dropped 
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into one eye and the other into the other eye, 
the results were not simultaneous nor exactly 
the same. Contradictory testimony could doubt- 
less be found, but all must agree as to the author- 
ity of the written prescription. _The clinical, and 


not the chemical test, assigns such drugs to their. 


proper positions in therapeutics. 


SCOPOLA. 

As has just been said, scopola and its alkaloid, 
scopolamine, is so nearly like the alkaloid of 
hyoscyamus that what is said of one applies to 
the other. In most instances they may be given 
indiscriminately, but in the compound called 
H. M. C., or morphine-hyoscine-cactin tablet, it is 
earnestly insisted by many that results will not 
be the same unless absolutely pure hydrobromate 
of hyoscine, from hyoscyamus, is used. 


STRAMONIUM. 

Stramonium is the ordinary Jamestiown, or 
“jimpson weed,” that grows luxuriously in rich, 
damp places. It furnishes an extract, a fluid ex- 
tract, an ointment and a tincture that are official. 
The leaves of the plant are sometimes mixed with 
willow leaves, or tobacco, and smoked in 
cigarettes or pipes as a remedy for the paroxysms 
of spasmodic asthma. 

Stramonium and its preparations are narcotic, 
anodyne, antispasmodic and mydriatic. It is simi- 
lar to belladonna in its effects, but more power- 
ful. It deranges the rhythm of the heart to a 
greater extent, and is decidedly more delirifacient. 
The tincture is sometimes used in nymphomania, 
puerperal insanity, neuralgias, dysmenorrhoea 


and chorea. The dose is fifteen to twenty drops. 


every four hours (1.0-1.2 c¢.c.). 

The extract is a useful ingredient of supposi- 
tories for painful piles. 
Daturin, its alkaloid, possesses powers similar 
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to those of atropine, but is seldom used. The pow- 
dered leaves, mixed with one-fourth their weight 
of powdered tobacco, are efficient in asthma, 
burned in the room and the smoke inhaled. 
Poiscning has occurred from its reckless use in 
this manner. 

The antidote for sramonium, hyoscyamus and 
belladonna poisoning is pilocarpin given hypo- 
dermatically. 


CURE FOR CHOREA. 

Prof. Pierre Marie, of the Paris Academie de 
Medicine, announces the cure of 25 children with 
chorea by the intravenous injection of salvarsan. 
The doses were from 0.2 up to 0.35 gm. once a 
week for four doses. No symptoms of anaphylaxis 
were noticed. As a rule, the disease was cured 
in three or four weeks. He failed to procure the 
Wassermann reaction in any one of the eight chil- 
Gren whose spinal fluid he examined. It is thought 
by some that the effect of the newer preparations 
of arsenic is capable of more general application 
than merely as a specific for syphilis, 


CAMPHOR. 
The A. M. A. Journal of January 4, 1913, makes 


_ a few good points in favor of camphor as a stim- 


ulant. For a failing (non-compensating) heart 
during serious illness it suggests one or two tea- 
spoonfuls of aqua camphorae every 3 or 4 hours. 
Each teaspoonful, it says, contains a little more 
than 1-4 grain of camphor. Its hypodermic use, 
dissolved in oil, is also recommended. 

It stimulates the highest centers of the brain, 
thus aiding efforts at control in hysteria, etc. It 
increases peripheral circulation, and thus seems to 
relieve congestion. Uhlike alcoholic stimulants its 
action is not followed by a corresponding de- 
pression. 


ONE BETTER. 

S. H. Hairston, B.Se., M.D., Meridian, Miss., 
writes to the Journal a description of a very un- 
usual combination of difficulties, as follows: 

“When I was called to see this woman I found 


her in labor with one hand and arm of the child 
out of the vulva. She had been this way for 
twelve hours. After I had everything prepared I 
introduced my hand into the uterus and pulled 
down a foot. In doing so I fractured the thigh 
about the middle third. In trying to deliver the 


CORRESPONDENCE 


breech I fractured the other thigh in the same 
place. I noticed at this time the child had talipes 
calcaneus in both feet. When I turned the child 
with its back to the front I noticed it had spina 
bifida. I had trouble in delivering the after com- 
ing head on account of its size. After accom- 
plishing this I noticed the head very large, a 
cleft palate, and har elip. It later developed the 
worst case of hydrocephalus I ever saw. This 
thas been four years ago, and one year ago the 
child was seemingly in good health, but the head 
was still so large it could not sit up.” 


) 
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Diseases of the Stomach, Intestines and Pancreas. 

The New (2nd) Edition, enlarged. By Robert 
Coleman Kemp, M.D., Professor of Gastro-intes- 
tinal Diseases, New York School of Clinical 
Medicine. Second edition, revised and enlarged. 
Octavo of 1,021 pages, with 388 illustrations. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1912. Cloth, $6.50 net; half Morocco, 
$8.00 net. 

It is only during recent years that the medical 
profession has realized the importance of the 
diseases of the digestive organs among human 
ills. The elusive title, “stomach trouble,” was 
accepted as an excuse for many otherwise inex- 
plicable conditions. It is now generally recog- 
nized that ‘colon bacillus infection,” “duodenal 
ulcer” and ‘diseases of the pancreas’ are separate 
items in the so-called “stomach trouble,” each 
with its own train of symptoms and its own spe- 
cial dietary and tierapeutics. Excess or paucity, 
or abnormality of any one of various digestive 
secretions call for their own diagnos‘s and treat- 
ment. 

The stomach is the first point of distribution 
for the supplies that are to sustain the army of 
life, and it must be kept in actively normal con- 
dition, together with every divided detail per- 
taining thereto. 

The work under consideration treats fully and 
in minute detail of everything thus far learned 
concerning the diseases and derangements of the 
commissary department of the human body. It 
is written by a master of the whole subject. 


Henly’s Twentieth Century Book of Recipes, For- 
mu!as and Processes. 
Edited by Gardner D. Hiscox, M.E. Third Edition. 

Price, $3.00. Published by the Norman W. Hen- 

ley Publishing Company, New York. 

There are nearly ten thousand recipes, pro- 
cesses, etc., scientific, technical, mechanical and 
demestic, in this solid, useful volume of almost 800 
pages. Doctors will not learn from it how to heal 
the sick, but it wil] tell them how to meet a 
host of little. unexpected problems of everyday 
life that no mere medical bock would help in from 
making mucilage to killing bugs; from catching 
flies to making cement walks. It is one of those 
things that are “good to have in the family.” 


Internal Medicine. 

By David Bovaird, Jr., A.B., M.D., Assistant Pro- 
fessor of Clinical Medicine in the College of 
Physicians and Surgeons of Columbia Univer- 
sity; Associate Visiting Physician of the Pres- 
byterian Hospital, etc., New York. With 109 
illustrations and seven colored plates. Pub- 
lished by the J. B. Lippincott Company, Phila- 
delphia and London, 1912. 

The author of this book of 618 pages likens his 
work to that of the modern builder, who first 
erects his framework of steel and adds thereto 
the elements required for its completion. He 
says: ‘The purpose of this work is to supply the 
framework of internal medicine.” His classifica- 


SOUTHERN MEDICAL JOURNAL. 


BOOK REVIEWS. 


tion may in some instances depart from the usual, 
but he is always reasonable. He begins his study 
at “Diseases of the Respiratory Tract.” The 
commonly accepted order is followed in most 
cases, namely, etiology, pathology, symptoms, 
diagnosis, prognosis, treatment. The illustrations 
are excellent, pertinent and new. Those of un- 
cinariasis could not be excelled. In the crowd of 
medical books that tell everything, except how to 
practice medicine, it is refrshing to meet one that 
teaches nothing else than how to practice medi- 
cine. The book is made of very strong, heavy, 
smcoth paper, neatly and strongly bound, a credit 
to its class of work. 


Principles of Hygiene. 

The New (4th) Edition. For Students, Physicians, 
and Health Officers. By D. H. Bergey, M.D, 
First Assistant, Laboratory of Hygiene and As- 
sistant Professor of Bacteriology, University of 
Pennsylvania. Fourth edition thoroughly re- 
vised. Octavo of 529 pages, illustrated. Phila- 
delphia and London: W. B. Saunders Company, 
1912. Cloth, $3.00 net. 

Never before in the history of medicine has 
the study of hygiene been exalted to such a lofty 
position in the esteem of the profession and the 
laity as it is today. The wonderful advances in 
microscopy, pathology and chemistry have laid 
bare to the eye of the searcher the secrets of 
danger and disease heretofore hidden beneath 
imaginary defenses, such as cold, heat, dampness, 
fog, sun, heat and exertion. This work is a trust- 
worthy guide to public and private hygiene with 
their thousand ramifications of circumstances and 
results. It illuminates the path of energy to the 
summit of success. It is the latest verdict in 
hygiene. 


State Board Examinaticn Questions and Answers. 


William Wood & Co., Publishers, New York, 
have issued a fourth edition of this well-known 
book, thoroughly revised and brought up to date 
of the autumn of 1912. There are several oc- 
casions when such a work comes in handily. Mem- 
bers of state boards of medical examiners like to 
see the work of other boards, and to review that 
of-their own. Applicants for license who have 
to go before them feel fortified by learning what 
style or class of questions they will be apt to 
meet. Examples from thirty different States are 
given. Teachers preparing quizzes or examina- 
tions for their classes will see what questions 
are considered adequate and fair all over the 
United States. The book contains 812 pages, and 
to those needing such an assistant is worth the 
price, $3.00. 


RECENT METHODS IN THE DIAGNOSIS AND TREATMENT OF 
SYPHILIS, 

By Carl H. Browning, M.D., and Ivy McKenzie, 
M.A., B.Sc., Ch.B., both of Glasgow. Lea 
Febiger, Publishers, Philadelphia and New York. 
The book bearing the above formidable title is im 

reality a work of moderate size, 198 pages, but it 

tells all that is yet known about the modern im 
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provements in diagnosis and treatment of syphilis. 

It is written in collaboration with several other 
prominent medical men and has an introduction by 
the well-known Dr. Robert Muir, of the University 
of Glasgow. No more important subject of world- 
wide bearing can occupy the attention of physicians 
than syphilis, and this book affords, in condensed 
form, all of the modern, accepted views thereon. 
Few doctors can afford to be without a copy. 


Text-Bock of General and Special Pathology. 
For Students and Practitioners. By Henry T. 

Brooks, M.D. Illustrated with 525 half-tone and 

other text engravings. (110 in colors.) Also 

fifteen full-page plates in colors, containing 
forty figures. F. A. Davis Company, Publishers, 

Philadelphia. 1912. 

This is a large, well-printed volume of 1,127 
pages. The type is a little smaller than is cus- 
tomarily used in books of this character. Indeed 
the pages carry nearly 40 per cent more mattey 
than usual. The result is a book containing all 
that is known at this time concerning “general 
and special pathology.” The paper is excellent, 
the printing sharply cut and clear and the general 
make up entirely satisfactory. Few of the illus- 
trations are new, but proper credit is carefully 
given to their authors. Some of the colored plates 
are beautiful. 


Manua! of Chemistry. 
A Guide to Lectures and Laboratory Work. A 


text-book specially adapted for students of medi- | 


cine, pharmacy and dentistry. By W. Simon, 

Ph.D., M.D., and Daniel Base, Ph.D. Tenth 

Edition, thoroughly revised, eighty-two illus- 

trations, one colored spectrum plate and eight 

colored plates representing sixty-four chemical 
reactions. Lea and Febiger, Philadelphia and 

New York. 1912. 

The above announcement is almost sufficient to 
convey an adequate understanding of the charac- 
ter of this splendid work. No modern student of 
medicine can be unaware of the place Simon’s 
Chemistry occupies in the curriculum of standard 
-medical schools. The demand for ten large edi- 
tions in rapid succession demonstrates its su- 
periority. 
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In this new edition a number of important addi- 
tions appear. Space will not allovy mention. of 
any material number of them, but some that are 
specially of interest in medicine are: Sodium 
cacodylate, atoxyl, salvarsan, phenolphthalein, 
fluorescin and phenolsulphonephthalein. 

A table of international atomic weights on the 
0-16 basis has been added to the U. S. P. table 
of weights on the H-1 basis. The book: affords to 
the student a clear presentation of the science 
of modern chemistry and a reliable guide to his 
work in the laboratory. 


A Manual of Auscultation and Percussion. 
Embracing the Physical Diagnosis of Disease of 
the Lungs and Heart and of Thoracic Aneurism 
and of Other Paris. Sixth Edition, revised and 
enlarged by Haven Emerson, A.M., M.D. Lea 
& Febiger, Philadelphia and New York. 
Another edition of Flint’s Manual will be wel- 
comed by students and practitioners everywhere. 
The clear precision of his sentences, the com- 
pleteness with which he handles every subject 
and the wide range and practical applications he 
makes of his observations constitute a veritable 
treasure house of “signs.” No medical library is 
complete without a copy of this sterling work. 


Physical Diagnosis. 

By Richard C. Cabot, M.D., Assistant Professor 
of Medicine in Harvard University. Fifth Edi- 
tion, revised and enlarged. With five plates and 
268 figures in the text. William Wood and Com- 
pany, New York. 1912. 

-It was Richard C. Cabot who first ventured to 
incorporate in a text-book the opinion that the 
sphygmograph was “a fascinating but useless toy.” 

His opinion is changed by more recent dis- 
coveries so that he now believes that the me- 
chanism of the heart may be identified in the ma- 
jority of cases in which it is irregular by a care- 
ful examination of the radial pulse tracing alone. 

Among the new things presented in this volume 
are colored plates of arterigrams, phlebograms 
and electrocardiograms. The mere announcement 
of a new edition of Cabot’s Physical Diagnosis is 
enough to insure the general interest of the medi- 
cal profession. 


ALABAMA. 

The Mobile and Ohio Railroad is vaccinating 
all its employes against typhoid fever. At Whist- 
ler, near Mobile, Chief Surgeon H. T. Inge and his 
assistants inoculated 110 employes in one day. 
The Mobile City Health Officer, Dr. Charles A. 
Mohr, in striving to prevent the breeding of flies 
in stables by having cement floors laid down, was 
Met by an injunction which will delay the work. 
Ordinances regulating the handling of milk and 
other foods are now in force and house to house 
inspection is carried out at frequent intervals. 


SOUTHERN MEDICAL NEWS 


It is estimated that it will require two months 
of hard work by Dr. C. A. Grote, of the hookworm 
commission, to complete the hookworm work in 
Chilton County. The work began at Mountain 
Creek in the first week of April. : 

The Etewah County Medical Scciety met at 
Gadsden April] 2. Papers were read and discussed. 

Quite an energetic health campaign is under 
way in Mobile. Several able speakers, among 
them Drs. Oscar Dowling, of New Orleans, and 
Dr. W. A. Evans, of Chicago, have addressed large 
audiences on the subject, and the two daily papers, 
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the Register and the Item, devote liberal space to 
arousing public interest. 
ARKANSAS. 

Governor Futrell, of Arkansas, has signed a bill 
providing for an annex and other improvements 
to the state hospital for nervous diseases at Little 
Rock. Wards for convalescents, tuberculosis pa- 
tients and others, male and female separately, 
and a school for nurses will be established. The 
appropriation for the next two years is $584,000. 

A case of smallpox was discovered in Helena 
on the 24th of March. Its presence is unaccount- 
able, as the victim has not been out ofthe city 
and no known infection has come from abroad. 
Isolation was at once established and all known 
to have been exposed were vaccinated. 


The physicians at Jonesborough have united on 
a scale of regular charges which will obviate 
financial competition. The rates are about one- 
fourth higher than previously. 

Dr. T. M. Fly, a hookworm specialist who has 
recently been operating in Independence County, 
moved to Searcy early in April and is investigat- 
ing conditions in White County. 

Dr. E. C. Wittwer, for the past two years resi- 
dent at Van Buren, will move to Mountain Home, 
Mo., to recuperate his health. He plans to return 
to Fort Smith as soon as he is entirely well. 
A fall from a street car was the cause of his 
ill health. 

At Desha, a small town in Independence County, 


an outbreak of meningitis was reported on April’ 


2. There have been four cases, with one death. 


GEORGIA. 

' At Savannah, the Georgia Medical Society has 
obtained an option on a handsome residence to 
be used as headquarters. It is of brick, three 
stories and a basement in height, and will make 
a commodious home for Georgia doctors and their 
visitors. They will take possession next October, 
when the lease of the present occupant, Mrs. 
M. G. Baker, will terminate. 

At the meeting of the Medical Association of 
Georgia in Savannah last week, the Georgia Sur- 
geons’ Club was organized with a view of im- 
proving surgical conditions in this State. 

The officers elected were as follows: Dr. EB. C. 
Davis, President; Dr. T. J. McArthur, Cordele, 
Vice-President; Dr. R. M. Harbina, Rome, Sec- 
retary-Treasurer. 

The tragic death of little Clarence Bigby, whose 
refused admission to the hospital because he was 
dying of meningitis and allowed to expire at the 
Rescue Mission in Marietta Street, has aroused 
so much indignation that it would now be impos- 


sible for such a regrettable thing to happen in 
Atlanta. Scores of persons were exposed to the 
infection before the room in which the grief- 
stricken mother was sole nurse was disinfected, 

A few weeks ago Dr. John T. Patterson of 
Atlanta pleaded guilty before Judge Newman, of 
the United States District Court, of sending harm- 
ful reading matter through the mails. He is said 
to have answered a decoy letter sent to him by 
government detectives. 

A number of persons at Dawson who were 
bitten by a fox terrier have been notified by Dr. 
Clarence B. Greer, State pathologist, to whom 
the head of the dog was sent, that the animal 
was undoubtedly suffering from rabies. He urges 


the local physicians there to send all persons who . 


were bitten immediately to Atlanta for treatment, 

At a recent meeting of the Richmond County 
Medical Society the discussion was devoted to a 
consideration of the surgical pathology and treat- 
ment of the liver. A visitor, Dr. A. Vander Veer, 
of Albany, N. Y., participated in the discussion, 

A meeting of the Second District Medical So- 
ciety of Georgia will be held at Thomasville on 
April 23, by special appointment. 

Dr. F. Phinzy Calhoun, of Atlanta, believes that 
the toxins generated by the hookworm may cause 
cataract. In the A. M. A. Journal of September 
21, 1912, he details the clinical histories of several 
cases in support of his theory. 


FLORIDA. 


The Jacksonville Metropolitan, an influential 
daily paper, is exerting its influence to induce the 
United States Congress to establish a Department 
of Public Health, with Col. Gorgas as secretary. 
It quotes the Southern Medical Journal as favor- 
ing both. 

KENTUCKY. 


Dr. W. L. Heizer, of Bowling Green, State Regis- 
trar of Vital Statistics, has mailed to physicians 
and midwives of Louisville and Jefferson Counties, 
vouchers for fees for reporting births and deaths 
during the year 1912. Those for Jefferson County 
alone amount to about $4,500. 

Health officers in Kentucky and other States 
within ‘the flood lines are everywhere urging the 
people to boil the water and pasteurize the milk. 
They are proclaiming that unless these precau- 
tions are taken severe epidemics of typhoid are 
inevitable. 

LOUISIANA. 

At New Orleans not long since Mr. J. S. 
Dedebant, of Demourelle Island, was fined $50 
on a charge made against him by an officer of the 
City Board of Health of having adulterated milk 


k 
al 
at 
fc 
re 
fe 
b 
8 
t 
it 
1 
a 
I 
( 
é 
‘ 
H 


in his possession and refusing a sample for 
analysis when requested. 3 

At the Louisiana Leper Home, an isolation camp 
at Carville, La., Mrs. J. W. Phillips, “good angel 
of the camp,” was able to provide a happy Easter 
for the inmates. The means came from the 
residue of the Christmas donations, augmented 
by the Havana-American Tobacco Company. 

In March two milkmen at New Orleans, P. 
Bergis and J. Daret, were fined ten dollars each 
for infractions of the milk ordinances. 

On the 28th of March Mrs. D. A. Milliken, who 
had previously .given to the Charity Hospital of 
New Orleans the Milliken Memorial Building, pre- 
sented to the institution a fine, large automobile 
to be transformed into an ambulance by removing 
its upper portion and replacing it with an ambu- 
lance body aiready in use upon a horse-drawn run- 
ning gear. Additions and improvements will be 
made. 

At Monroe, Dr. Oscar Dowling, president of the 
State Board of Health, condemned the Ouachita 
parish jail as unfit for service, whereupon the 
citizens became indignant. Recently a grand jury 
also investigated the jail and condemned it as 
“a blot on civilization, a travesty on justice and 


a disgrace to our common humanity.” Dr. Dowl- 


ing was vindicated. 

At Baton Rouge, it is proposed by the Dixie 
Dairyman’s Association, in consultation with a 
committee from the Louisiana Agricultural Asso- 
ciation, to arrange with the State Board of Health 
for a disinterested party, under the supervision of 
the board; to weigh and test all milk received 
from whatsoever source. The expense of this in- 
spection is to met jointly by the shippers and 
dealers. It is not yet known whether the State 
Board of Health will undertake this work. 

The New Orleans City League of Women’s 
Clubs, through the Secretary, Mrs. H. B. Myers, 
offered to assist the City Board of Health in in- 
specting the bakeries. The president of the board, 
Dr. O’Reilly, declined their assistance. He stated 
that the work was being thoroughly performed 
as now organized and that at present any change 
might be inexpedient. He would, however, be 
grateful for their co-operation and would promptly 
attend to any reports or complaints they might 
send in. 

Two deaths from meningitis occurred in the 
same family, a mother and her fifteen-year-old 
son, at Eden, during the latter days of March. 
The husband and three small children are not yet 


reported as infected. 
The Shreveport Board of Health is planning to 
Organize a citizen’s campaign against the flies 
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similar to that so successfully pursued last year. 
Private citizens, merchants, separate wards and 
the city at large will all offer premiums for the 
most successful swatter. 

MISSISSIPPI. 

Dr. W. S. Leathers, State Health Officer of Mis- 
sissippi, publicly regrets that in his State there is 
not a hospital that likes to receive tuberculosis 
patients. Some hospitals regise them admission 
and there is no private institution that treats 
tuberculosis patients as a specialty. He suggests 
that groups of counties establish hospitals for 
advanced cases where the disease could be segre- 
gated and prevented from spreading and many 
might be cured by proper treatment and atten- 
tion. 

NORTH CAROLINA. 

Dr. H. L. Sloan is in Raleigh acting as assistant 
director of the hookworm campaign. He is a 
native of Sampson County and recently completed 
his term of service in the Presbyterian Hospital 
in Philadelphia. 

In Guilford, Dr. J. L. Moorefield, of Guilford 
College, was convicted on April 1 in three cases 
charging that he retailed whisky. Fines and costs 
amounted to more than three hundred dollars. 
Counsel for the defendant argued that there was 
malice behind the prosecution. 

The Charleston News of April 3 was delivered 
of the following pithy sentences: 

“God does not fix the death rate.” 

“Wash your hands very carefully before 
handling food.” 

“Don’t put your fingers, your money or your 
pencils in your mouth.” 

“Don’t bite your finger nails.” 

SOUTH CAROLINA. 

The Chester County Medical Association at a 
meeting on the 27th of March passed resolutions 
endorsing the Southern Medical Association and 
expressing a desire to co-operate with it. 

It also endorsed the movement toward the erec- 
tion of a monument to J. Marion Sims, in Colum- 
bia, and will contribute liberally toward the same. 

The spring meeting of the Third District Medi- 
cal Association was held in Laurens on the 27th 
of March. The counties represented were New- 
berry, Greenwood, Abbeville and Laurens. Quite 
a number of papers were read and discussed and 
at 2:30 p. m. a luncheon was served in the hos- 
pital dining room. 

Officer for the ensuing year are: Dr. T. L. W. 
Bailey of Clinton, president; Dr. R. B. Epting of 
Greenwood, vice-president; Dr. G. P. Neel of 
Greenwood, secretary. 

The trustees of the Medical College of Charles- 
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ton held a meeting in the office of Governor 
Blease, at Columbia, April 1, to consult over 
affairs connected with the institution. No faculty 
was selected at this meeting. 

TENNESSEE. 

Dr. S. A. Bowman, a prominent physician of 
Johnson City, has returned from the Mayo Sana- 
tarium at Rochester, Minn. While there he was 
operated on for gallstones. 

At Chattanooga, Dr. Raymond Wallace was 
elected as chief of the winter staff and Dr. John 
B. Steele chief of the summer staff at Erlanger 
Hospital, April 1. 

An instruction car of the Red Cross Society 
arrived in Bristol Wednesday over the Norfolk 
and Western from Pulaski. Dr. W. T. Davis, the 
surgeon in charge, delivered a series of lectures 
to the public and gives instructions on first aid 
to the injured. 

Dr. Ceorge P. Butler of Pulaski has been ap- 
po'nted secretary of the State Medical Examiners. 
He is a graduate of the Louisville Medical College. 

The railroads will honor Dr. J. A. Witherspoon 
of Nashville, president of the American Medical 
Association, by running a special “train de luxe” 
from that city to Minneapolis on the occasion 
of the meeting of the association in June. It will 
be designated the “President’s Special.” 


WASHINGTON, D. C. 


The attention of the Public Health Service is 
being called to the fact that swindlers in various . 
parts of the country are trying to deceive tuber- 
culosis victims with advertisements that they are 
prepared to administer the Friedmann treatment. 
Dr. Blue wishes it understood that the Public 
Health Service has given out absolutely none of 


the culture and neither has Dr. Friedmann. This 


.statement was made on March 24, but the fact 


still holds good. The Public Health Service will 
not distribute any of the culture without first 
making authoritative notice of its intentions. to 
do so and at the date of this writing, April 12; Dr. 
Friedmann has not done so, consequently all 
announcements up to this date by individuals 
claiming to be in possession of the culture may 
be set down as absolute fakes. ; 

President Wilson, the members of his family 
and about 150 aids, clerks, servants and domestics, 
denizens of the White House, -were vaccinated 
against smallpox March 26 to 31. It had been dis- 
covered that the parents of a. domestic there 
employed had become affected with the disease. 

Dr. Karl von Ruck, from Asheville, North 
Carolina, visited Washington in the latter days 
of March to demonstrate another “cure” for tuber- 
culosis. He believes it is similar to the Fried- 
mann antitoxin. The matter was taken up by 
the Naval Medical Hospital. 

All the district employes from the highest to 
the lowest were required to submit to vaccination 
against smallpox during the recent epidemic. The 
health authorities claim by this energetic action 
they succeeded in stamping out the disease. Dur- 
ing the epidemic two ladies, wife and daughter 
of a newly elected representative, were taken to 
the smallpox hospital for treatment. The fact 
that the disease was at first mistaken for chicken- 
pox accounts for its wide distribution. 

The case of Dr. Thomas J. Kemp, who was con- 
victed of violating the United States criminal 
code, has been appealed. His attorney claims that 
the case was a fictitious one made up by a post- 
office inspector who sent. him a decoy letter. 
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The Myocarditis 
of Tuberculosis, 


so frequently encountered, especially in the 
advanced stage of the disease, 
May be controlled with the aid of 


DIGALEN 


“the Standard Preparation” 
The dos 


Digalen. Sample on request, 


HOoFFMANN-LAROCHE 
CHEMICAL WoRKS 


(Pure Chloride of Ethy!) 
FRIES BROS., Manufacturers, 92 READE ST., NEW YORK 


Local and General 


ANAESTHESIA 


Automatic 
Glass 
Spraying Tubes 


Sole Distributors for the United States 


MERCK & CO., New York, Rahway, St. Louis 
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held a meeting in the office of Governor 
Blease, at Columbia, April 1, to eonsult over 
affairs connected with the institution. No faculty 
was selected at this meeting. 


‘TENNESSEE. 


Dr. S. A. Bowman, a prominent physician of 
Johnson City, has returned from the Mayo Sana- 
tarium at Rochester, Minn. While there he was 
operated on for gallstones. 

At Chattanooga, Dr. Raymond Wallace was 
elected as chief of the winter staff and Dr. John 
B. Steele chief of the summer staff at Erlanger 
Hospital, April 1. 

An instruction car of the Red Cross Society 
arrived in Bristol Wednesday over the Norfolk 
and Western from Pulaski. Dr. W. T. Davis, the 
surgeon in charge, delivered a series of lectures 
to the public and gives instructions on first aid 
to the injured. 

Dr. George P. Butler of Pulaski has been ap- 


po‘nted secretary of the State Medical Examiners. - 


He is a graduate of the Louisville Medical College. 

The railroads will honor Dr. J. A. Witherspoon 
of Nashville, president of the American Medical 
Association, by running a special “train de luxe” 
from that city to Minneapolis. on the occasion 
of the meeting of the association in June. It will 
be designated the “President’s Special.” 


WASHINGTON, D. C. 
The attention of the Public Health Service is 


being called to the fact that swindlers in various | 


Parts of the country are trying to deceive tuber- 
culosis victims with advertisements that they are 
prepared to administer the Friedmann treatment. 
Dr. Blue wishes it understood that the Public 
Health Service has given out absolutely none of 
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the culture and neither has Dr. Friedmann. This 


Statement was made on March 24, but the fact 


still holds good. The Public Health Service will 
not distribute any of the culture without first 
making authoritative notice of its intentions to 
do so and at the date of this writing, April 12; Dr. 
Friedmann has not done so, consequently all 
announcements up to this date by individuals 
claiming to be in possession of the culture may 
be set down as absolute fakes. ; 

President Wilson, the members of his family 
and about 150 aids, clerks, servants and domestics, 
denizens of the White House, -were vaccinated 
against smallpox March 26 to 31. It had been dis- 
covered that the parents of a. domestic there 
eniployed had become affected with the disease. 

Dr. Karl von Ruck, from Asheville, North 
Carolina, visited Washington in the latter days 
of March to demonstrate another ‘“cure”’ for tuber- 
culosis. He believes it is similar to the Fried- 
mann antitoxin. The matter was taken up by 
the Naval Medical Hospital. 

All the district employes from the highest to 
the lowest were required to submit to vaccination 
against smallpox during the recent epidemic. The 
health authorities claim by this energetic action 
they succeeded in stamping out the disease. Dur- 
ing the epidemic two ladies, wife and daughter 
of a newly elected representative, were taken to 
the smallpox hospital for treatment. The fact 
that the disease was at first mistaken for chicken- 
pox accounts for its wide distribution. 

The case of Dr. Thomas J. Kemp, who was con- 
victed of violating the United States criminal 
code, has been appealed. His attorney claims that 
the case was a fictitious one made up by a post- 
office inspector who sent him a decoy letter. 
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The Myocarditis 
of Tuberculosis, 


be] so frequently encountered, especially in the 
advanced stage of the disease, 
May be controlled with the aid of 


DIGALEN 


“the Standard Digitalis Preparation” 


All up-to-date druggists 
Digalen. Sample on request. 


(Pure Chloride of Ethy!) 
FRIES BROS, , manurtacturers, 92 READE ST., NEW YORK 


Local and General 


ANAESTHESIA 


Automatic 
Glass 
Spraying Tubes 


Sole Distributors for the United States 


MERCK & CO., New York, Rahway, St. Louis 
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White Motor Ambulances Are 
Built For Their Work 


The White Company is the largest builder of motor ambulances. They 
have made a thorough study of how motor ambulances should be built, and 
have perfected their product accordingly. When you buy a White ambulance, 
you may be sure there is nothing better for reliability, comfort and durability. 


White Ambulances are very economical in fuel consumption because of 
the efficiency of the White long-stroke engine, which utilizes every particle 
of power in the fuel. Also the general cost of upkeep is minimized, because 
White Ambulances are constructed to endure the rigors of the service they 
perform. The White Chassis throughout is built from selected alloy steels, 
heat-treated. On account of this careful and correct construction, White 
Ambulances withstand wear and endure longest. 


Instead of buying any chassis and mounting it with an ambulance body, it 
is more real economy to buy a White Ambulance which is built for ambulance 
service, through and through. 


THE WHITE COMPANY 


Manufacturers of Gasoline Motor Cars, Motor Trucks and Taxicabs 


Cleveland, Ohio 
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Are You Going to the 


American Medical Association 
Minneapolis, June 17-20 


IF SO, WHY NOT VIA 


The Southern Medical Association 
Special Trains? 


Special will be run over the Louisville & Nashville Railroad from 
New Orleans via Mobile, Montgomery, Birmingham, Nashville, 
Louisville and Chicago to Minneapolis. 
- The Chespeake & Ohio Railroad will run a Special with Sleepers 
_ from Baltimore, ‘Washington, Norfolk, Richmond and Charlotte via 
Cincinnati to Chicago and Minneapolis. : 
For schedules and other information, write 


Dr. Seale Harris 


Secretary Southern Medical Association, 903-905 Van 
Antwerp Bldg., Mobile, Ala. 


WHY NOT JOIN US? 


Auditorium Hotel 


W. S. Shafer, Manager 
Michigan Boulevard and Concress St. 


CHICAGO 


Overlooking Grant Park and beautiful Lake Michigan, and 
at the same time within five minutes’ walk of the postoffice, 
the leading theatres and business centers, makes it positively 
unrivalled in this respect. 

Most massive fireproof structure ever erected for hotel pur- 
a poses, with an equipment second to none. Improvements 

= made under the present management cost over $300,000. 

Rates per day: $2 and up, single; $3 and up, double. With 
private bath, $3.and.up, single; $5:and up, double. 

‘Special summer rates will be made to’ physicians to and 

from the Medical Convention in Minneapolis. 
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50% Better 
Prevention Defense 


Indemnity 


§ All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 

2 Or his estate is sued, whether the act or omission was his 
own 

3 Orthat of any other person (not necessarily an assistant 
or agent) 

4 All such claims arising in suits involving the collection of 
professional fees 

5 All claims arising in autopsies, inquests and in the 
prescribing and handling of drugs and medicines. 

6 Defense through the court of last resort and until all legal 
remedies are exhausted 

7 Without limit as to amount expended. 

8 You have a voice in the selection of local counsel. 

9 If we lose, we pay to amount specified, in addition to 
the unlimited defense. 

10 The only contract containing all the above features a 
which is protection per se. A sample upon requesi: 


The MEDICAL PROTECTIVE CO. 
of Fort Wayne, Indiana 


Professional Protection, Exclusivelw 


ANSWERS TO QUESTIONS 


PRESCRIBED BY 


MEDICAL STATE — 
By 
Robert B. Ludy, M.D. 
Fourth edition, 8vo, 776 
pages; price, $3.75 net, pre- 
paid. 


real questions asked, with ac. 

curate answers by specialists 

JNO. JOS. McVEY, Publisher. 
1229 Arch Street, 
Philadelphia, Pa. 


REGULIN WAFERS 


. As some patients dislike the peculiar sensation of shredded 
Regulin in their food, we succeeded in baking it into 
delicious tasting Wafers. Ideal for Women and Children 
and during travel. 

REGULIN as a harmless bowel regulator and correcting 
agent of the most frequent and distressing disorder 


CHRONIC CONSTIPATION 
is a complete success, evidenced by an avalanche of vol- 
untary expressed medical opinions. 


Regulin shredded, Retail 50 cents per box, Physicians 
price, 3 for $1. 00 del. Regulin Wafers, Retail 25 cents 
per box. Physicians price, 3 for 60 cents, del. 


THE REINSCHILD CHEMICAL Co. 
71 BARCLAY STREET NEW YORK CITY 
Samples and Supplied 


Only original state board | 
book, not an imitator. Has | 


Dependable Wassermann Tests 
By the most advanced technique 


(1) The Citron quantitative system, which detects the 
weaker positives not demonstrable by other methods, 
(2) The pipette method (not drop method) of meas- 
uring reagents. (3) Both Wassermann and No- 
guchi antigens. (4) Short cut commercial methods 
avoided in all our laboratory work. 
Autogenous Vaccines 
General Laboratory Diagnosis 
Careful personal attention to technique. Suitable 
containers furnished. : 


F.O. TONNEY, M.D. S.S.GRAVES, M.D. 


32 North State Street, Chicago 


1 


First Class Modern European 
Popular Price 


Jewell Hotel 


HIGBY & PHILLIPS, Props. 


— 95 = wre 


We bespeak for your patronage 


15 to 19 East Fifth St. 
ST. PAUL, MINN. 


EVERY COAT WE TURN OUT A WINNER. 
Physicians’ coats for professional use. Made of 


ighly shrunk before 
Made to measure. We pay delivery charges te 
parts of the world. Our “Swatch Card,” 
materials, styles and prices, free upon request. 
Dressing Gowns, smoking Jackets, Bath Robes ané 
Hospital Uniferms a Speclalty. 
WEISSFELD BROS. 
Manufacturers ef PHYSICIANS’ COATS, 
“The kind they all admire.” 
Style 12 115K Nassau St., New Yerk. 


Drs. Kohlmann & Shlenker 


Beg to announce that beginning November 
the first they will offer a course in 


Clinical Gynecology and Cystoscopy 


For particulars addre:s 
Care TOURO INFIRMARY, New Orleans, La. 
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A Logical Remedy For Hay Fever 
Sherman’sBacterin 


List No. 40 


In Hay Fever, pollen irritation of the 
respiratory mucous membrane creates favor- 
able conditions for the development of pyo- 
genic bacteria, which in turn become pri- 
mary factors of the disease. Experience 
shows that by immunizing the patient 
against these organisms with appropriate 
bacterial vaccines, the disease is either en- 
tirely cured--or’ $0 that it 
but little distress, 3 

Write for literature. 


G. H. SHERMAN, M. D. 


419 St. Aubin Ave., Detroit, Mich. 
Co 
U. S. License No. 30 


| 


INTENSE INHIBITIVE 
FORCE. 
Non Poisonous, 


GREATER ANTISEPTIC POWER 
THAN BI-CHLORIDE AND 
MUCH GREATER 
THAN CARBOLIC. 


IF PROMPTLY 


AND PROPERLY USED 


THERE WOULD BE A VAST 


LESSENING OF CASES OF 


GONORRHEAL ano 


CHINOSOL CO. 


Sample and Full Literature on Request PARMELE PHARMACAL CO. 
“owder—Tablets-— Suppositories 54 SouTH Sr., N. Y: 
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| NovOCAIN | 
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Minor and Major Surgery 
MELUBRIN | 
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The “Storm Binder” Abdominal Supporter 


PATENTED 


ADAPTED TO USE OF MEN, WOMEN AND CHILDREN 


No whalebones, no rubber elastic—washable as underwear. Suit. © 
able for non-operative and post-operative cases. Comfortable for 
sofa and bed wear and athletic exercise. The invention which 
took the prize offered by the Managers of the Woman’s Hospital 
of Philadelphia. A Supporter in harmony with modern surgery 
that supports with comfort. Of great value for visceroptosis. Il 
lustrated folder and partial list of physicians using “Storm” Bind- 
er sent on request. Mail Orders filled within 24 hours on receipt 
of price. 


KATHERINE L. STORM, M.D. 


WOMAN’S BELT, SIDE VIEW 1541 Diamond Street, Philadelphia 


PRIDE OF THE KITCHEN} 
SCOURING SOAP 


Pride ot the Kitchen 
Scouring and Washing Powders Scouring Soap and Powders 
have been for many years NONE. We want Hooitals and Public Build. 


. ings to use them. Write to us for prices, sam- 
used by the U. S. Government Officials We 


THE PRIDE OF THE KITCHEN COMPANY 


Send Us Your Orders for Books om 


MEDI@CINE, SURGERY, PHARMA®CY, 
NURSING, ETG@. 


We also take subscriptions for all MEDICAL 
JOURNALS, both Foreign and Domestic. 


SPE@IAL RATES TO HOSPITALS AND TRAIN: 
ING SCHOOLS FOR BOOKS ON NURSING 


Send (J. A. MAJORS & @O.) BUY IN 


for 1301 TULANE AVENUE the 


Catalog \ NEW ORLEANS Louisiana) SOUTH 


THE ONLY MEDICAL BOOK STORE IN THE SOUTH 
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Sero-Diagnosis of Pregnancy 


This Laboratory is now fully equipped and ready to perform the new Serum Test for Preg- 
nancy as originated by Abderhalden. Fee for this test, ten dollars. 

We are also equipped to perform all types of research, mi¢roscopic and analytical work for physi- 
cians. Wassermann tests. Complement-fixation test for gonorrhoea. Auto Vaccines prepared. Stock 
Vaccines furnished. All investigations made by laboratory and clinical experts. Fee tables and in- 
structions for sending specimens on application. ; 

We have established a separate department of instruction in all branches of Clinical Diagnosis. 
Write us for particulars. 

Wassermann Test for Syphilis Complement-Fixation Test for Gonorrhoea. .$10 00 
Urinalysis, chemical and microscopical Sputum and Smears 
Widal Test ror Typhoid Blood Count and hemoglobin 


_ Tissues, pathdlogical examinatiou Differential Count or Malaria 
Stock Vaccines, per dozen Autogenous Vaccines 


CHICAGO LABORATORY 
8 NORTH STATE ST. CHICAGO TEL. RANDOLPH | 
Ralph W. Webster, M.D., Ph.D Director Chemical Department. 


C. Churchill Croy, M.D....... Director Bacteriological Department. 


CONVENIENCE AND SAFETY IN ANESTHESIA 


CAINE-McDERMOTT 
WARM ETHER APPARATUS 


Gives a continuous fow of warm ether vapor without 
the use of a flame. By administering a warmed flow of 
ether you increase its volatility and rapidity of absorp- 
tion, thereby decreasing the dangers of over-dosage and 
deleterious after effects. 

The CAINE-McDERMOTT apparatus is particularly 
valuable in operations in the throat, around the jaws, 
lips, cheeks, etc., as its use permits a wide and unob- 
structed field for surgical manipulations. + 

Suitable for all kinds of operations by the simple at- 
tachment of the Gwathmey mask. 


Write for special descriptive circular. 


The McDermott Surgical Instrument Go,, Ltd, 


734-738 Poydras St., NEW ORLEANS, LA. 
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Grape Juice 


Nurses and doctors have found from experience that Welch’s Grape 
Juice lessens their labors and adds to the probabilities of a patient's 
recovery. It is Nature’s unchanged healthful food-drink, and the 
patient finds it as delightful as it is beneficial. 


For the sick child and the convalescent adult Welch’s Grape 
Juice with its fruity flavor, its gratifying aroma and its 
strengthening qualities, has a charm that does not diminish, 
nor does constant use lessen its excellent effect. 
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Welch's 


We pay a bonus in order to secure the choicest grapes and 
these aloneare used in the production of Welch’sGrapeJuice. 
Wewanttosend yousome literature which willbe ofinterestto you. 

If you have never tried Welch's, say soin your request for 


literature. Give the name of your druggist, and we wil 
have him deliver a sample pint bettle to your office. 


Welch’s is sold by all druggists. 
uice Co. - Westfield, 
on 


We exercise the most scrupulous care in the manufacture of our 


| Pharmaceuticals 


A bottle sealed from our laboratory is an assurance of quality within that 
would be hard to express in words; a trial only could adequately express. 


THE BEST ONLY 


| PHARMACEUTICAL LABORATORY 
i VAN ANTWERP BLDG. MOBILE, ALA, 
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F LUIDEXTRACT ERGOT P-M co. 


- Has been sold ‘under a dated label for- two “years past. . 


Medical literature contains many Teports’ that liquid preparations of 


of be on the. of these articles. 


= | how much more necessary it is that it be right when used! P-M-{ 
Co. dated. label our customers. 


This dated label i is at our to co-operate with 
in securing drugs that are. not pure but also at- the. point: of efficieticy. 


FLUIDEXTRACT ERGOT Co. is supplied. 
208. bottles, 4-02. bottles. Boz, bottles. Pint bottles. 


00, Chemists, 111 No Capitel Avena, Indianapolie, Ind. 


- change and lose their efficiency with age and unite 


The The increasing use of Melin’s Food 
- qver a period ‘of nearly fifty years fully justifies a 
claim of superionty. composition of Mellin’s: 
aioe F ood, made known by analyses repeatedly given - 
“of to the medical profession, the prompt response to. 
‘all questions pertinent to the subject of ‘infant 
Physicians feeding as far as Mellin’s Food is*concerned, the: - 
-withholding of nothing relative to Mellin’s Food - 
_ its use, have made accurate knowledge’ of 
Mellin’ F ood is, not only. possible “to secure,” but very easy to. 
obtain. Naturally this has won the confidence of physicians, as is shown. con-. 
stantly by their use of and preference for Mellin's Food as a means of one 
till; not only for their: baby. patients, but also for their own infants 


Physicians who far hesitated with this 
and rational method of milk modification, and who now have a desire to obtain. 
information that. would lead to a better understanding of Mellin’s Food may — 
address us with the assurance that such will receive- ‘prompt 
attention and be held 


Mellin 
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and Tetanus. 


Notwithstanding the antiseptic precautions ordinarily observed, tetanus fromm 
Fourth-of-July injuries is of common occurrence, seemingly trivial wounds not 
infrequently being followed by tetanic symptoms send fatal results. . 

Prompt subcutaneous injection of 


Antitetanic Serum, P. D. & “ns 


is suggested in all cases in which there is reason to fear that ities iy tu! 
nus bacilli may have taken place. In the treatment of suspicious injuries such 
injection is not only justifiable, but actually demanded by present methods of 

prophylactic therapeutics. 


Antitetanic Serum, P. D. & Co, is laboratories! 
under strictly aseptic conditions. It is exactingly standardized. Its purity and 
potency are assured by an elaborate series of bacteriologic and physiologic tests. 

Bio. 140, 1500 units in plain bulb, boxes of 3. ; 
Bio. 141.* 1500 units in syringe container. 
=n 142. 3000 units in syringe container. 2 


. 143. 5000 units in syringe container. 
*Supplied on unspecified orders. 


We also supply Antitetanic Dusting Powder for the treatment of sctiniba : 
infected, or suspected of being infected, with tetanus germs. It is commonly. 
used in conjunction with Antitetanic Serum, P. D, & Co. (V: ials of | gram.)* ‘ 


Druggists should be to have of. our. Antitetanic Serum. 
and Antitetanic Dusting Powder on hand for 


Specify “P. Go" on you! 
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